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HE remarkable healing properties of the Zinc derivatives was 

discovered as early as 1784, but it remained for the laboratories of 
McKesson & Robbins in 1886 to produce Compound Stearate of Zinc, 
in the form of a white powder. When they first put C. S. Z. on the 
market it was used in hospitals as a surgical dusting powder. 


But as the value became more evident throughout the medical pro- 
fession, it began to be used as household first-aid. ‘Then it was used in 
the nursery because it prevented chafing and skin 
irritation. It also found use in certain skin diseases, 
The fact that, being water-proof, it coats the skin, 
with a moisture resisting powder, is one of the 
reasons for its great value. 

Naturally since McKesson & Robbins were the 
first to manufacture C. S. Z. in commercial quantities, 
and since they have kept up their standard of purity-— 
the surest way to get pure, dependable C. S. Z. is to 
specify the original McK & R, on your prescriptions. 


Samples on receipt of professional card 


McKESSON & ROBBINS, Inc. 


Manufacturing Chemists 
Established 78337 91 Fulton Street, New York 
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offer a variegated list of Pollen Extracts for both diagnosis and treatment of 
HAY FEVER AND SEASONAL ASTHMA 
Each pollen is prepared in concentrated solution, and supplied separately in an individual cap- 
illary tube for diagnostic purposes. This to permit of scientific differential diagnosis as to the 
exciting pollen or pollens with each patient. 
When the chief causative or dominating pollen in a given case has been determined, proper 
treatment by specific desensitization may be secured through our accurately standardized treat- 
ment sets—corresponding respectively to the various pollens represented individually in the dif- 
ferent diagnostic tubes. 
No mixed pollen solutions for either diagnosis or treatment will be supplied. 
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SPECIFIC AORTITIS. 
By D. Retp, M.D., Boston. 


SYPHILITIC disease of the aorta has been 
found in 54 autopsies at the Massachusetts Gen- 
eral Hospital, since the case of Jan. 28, 1909 in 
which the spirochetes were first demon- 
strated’ in the aortie wall, and, up to August, 
1919, there have been 105 patients treated for 
luetic aortitis in the out-patient department. 
[ have already compiled a report? as regards 
results on the out-patient group and in this 
paper shall undertake a fuller discussion of the 
disease. For this purpose I have utilized the 
data from an analysis of both elinical and au- 
topsy groups, from my own experience in exam- 
ining a goodly number of eases in the past few 
vears, and have freely drawn upon the recent 
literature. In making these studies I have been 
increasingly impressed with the lack of atten- 
tion which has been paid to the subject of spe- 
cifie aortitis and with the need of strongly em- 
phasizing its importanee. 

Kor the sake of clearness I shall group the 
material under definite headings. 
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54 times or in about 3.5 per cent. of the 1678 
autopsies (Jan. 28, 1909 to July 31, 1919) at 
the Massachusetts General Hospital. In 40 of 
these cases aortitis was the primary cause of 
death, and in three of the fourteen remaining, 
in whieh this disease was listed as a secondary 
cause of death, the syphilitic process was ad- 
vanced to a serious degree. Oberndorfer* re- 
ported syphilitic aortitis in 7 per cent. of 1437 
autopsies, Gruber’, of Strassburg, in 4.5 per 
cent. of 6000 case, while Marchand,’ of Leipsig, 
in 256 post-mortems of syphilities with the ae- 
quired form of the disease, found syphilis of the 
aorta in 211 (about 82 per cent.), and in 67.4 
per cent. of autopsies on congenital cases. In a 
personal conversation R. D. Leonard, Boston 
radiologist, stated that in something over one 
hundred eases of bone syphilis examined at the 
Boston City Hospital, roentgen examination of 
the arch of the aorta disclosed evidence of aor- 
titis in 75 to 85 per cent. Deneke’ is of the 
opinion that. in adults, syphilis doubles the 
mortality of diseases of the circulatory system. 

History. It seems best not to give more than 
a brief aceount of the history of the develop- 
ment of our knowledge of specific aortitis. To 
those interested in more detail | would refer to 


Frequency. Speeifie aortitis has been found the article in Sir Clifford) Allbutt’s book,‘ 
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and in fact this author’s painstaking chapter 
on aortitis may be read in toto with profit. 

Allbutt quotes Lancisi* in 1724 as associat- 
ing ‘‘aneurysma Gallicum’’ with ‘‘impure 
coitus’’ and signs of syphilis elsewhere in the 
body. In 1866 Wagner® contributed an ae- 
curate macroscopic study but the disease was 
still confused with atheroma until Dohle,® in 
1885, wrote his description of the gross and 
minute appearance of disease of the aorta in a 
young man with unmistakable syphilis. It is to 
the English physician, I. 11. Welch, that Allbutt 
gives the credit of establishing our full knowl- 
edge of specific aortitis. Welch read his pa- 
per’? in 1875 upon 117 cases of ‘‘fibroid 
aortitis.’” in 46 per cent. of which there was a 
clear record of syphilis. : 

The spirochete in the aortic wall was first 
demonstrated in 1906 and 1907 by three Euro- 
pean observers, Benda’ and 


Schmorl,’®? and in 1909 Wright and Richard- 


son’ recorded the first cases in America. In 
1914 Cabot,’ in proposing a new classifica- 
tion of cardiae disease, suggested ‘‘syphilitie”’ 
as one group. And in 1916 Warthin’® pub- 
lished his startling paper in which he reported 
that in the pathological service of the Uni- 


‘versity of Michigan, from 1912 to 1914, one 


third of all the autopsy cases on adults (41 in 
all) showed active syphilis on microscopic ex- 
amination, and in 88 per cent. of these there 
were syphilitic lesions in the heart. 

Etiology. It is clearly pointed out by All- 
butt and others that all cases of aortitis are not 
necessarily syphilitic in origin. At the Massa- 
chusetts General Ilospital streptococcus endo- 
carditis comes next to syphilis. In infectious 
diseases and even in the course of the milder 
exanthemata, aortitis may occur, though per- 
haps in the majority of cases it is evidenced by 
no telling svmptoms.* The recent literature 
on non-specific aortitis is considerable. Small- 
pox, measles, pneumonia, diphtheria (due to the 
toxin) and influenza are cited as causes. Sim- 
nitsky,'® of Prague, who worked with Chiari, 


_ estimates that aortitis occurs in half the fatal 


cases of searlet fever. Wiesel’? warns the 
pathologist that in these diseases microsecopi¢ 
evidence of aortitis is often found where to the 
naked eye the vessel seems normal. In a recent 
article on ‘‘Non-Speeifie Aortitis’’ E. 
Bailey'* writes that there exists many small 
dilatations and aneurysms which are eliniecally 
unrecognizable for many years. 
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W. G. MacCallum,’* discussing the 
problem of aortic regurgitation, which is in- 
timately associated with the problem of aortitis, 
expresses the opinion that the valvular insuf- 
ficiency is most commonly due to syphilis and 
part of the aortic process. And on aneurysm 
the same authority writes: ‘‘The character of 
the syphilitic disease of the arterial wall, which 
is so preéminently caleulated to weaken it in 
the presence of strong blood pressure, makes it 
seem probable that more accurate methods of 
investigation will show the participation of that 
disease in a very large proportion of the eases, 
if not in all.’’ 

Jt has been already shown above how 
in 1906 and 1907 Reuta, Benda, and 
Schmor! demonstrated the presence of the 
treponemata in the aortic lesions in adult 
aortitis, their reports being closely  fol- 
lowed by that of Wright and Richardson in 
1909. In 1913 Loncope,?® who has devoted 
considerable attention to luetie aortitis, asserted 
that the spirochetes are not constantly demons- 
trable in such lesions by any known methods, 
but Warfhin,*? who reports the finding of 
the spirochetes in seventy-five cases, states that 
at times much time and patience are required 
for suecess. In aequired syphilis he finds them 
only in the perivascular infiltration in the ad- 
ventitia, and present in every stage up to nearly 
complete healing, but never present in the 
dense fibroid areas. In ‘‘our’’* cases the spiro- 
chetes were demonstrated in 11 of the 41 cases 
in which search was made. 

In 1905 Wiesner** recorded the finding of 
aortitis in cases of congenital syphilis, and in 
1907 Rach and Wiesner** reported the pres- 
ence of the spirochetes in the aortie walls of 
a Jarge number of syphilitic fetuses examined. 
Klotz** completed the .story by describing 
aortic lesions, practically identical with those in 
the acquired disease, in a case of congenital 
lues. 

Period, or the interval between the syphilitic 
infection and the appearance of the aortie le 
sion. The limits of the period are, perhaps, 
wider than are generally appreciated; in 
‘four’’* out-patient group? the shortest per- 
iod between infection and symptoms (not le- 
sion) was 6 months and the longest was 33 years. 
I have recently examined a man who developed 
a chanere in June, 1919: there were symptoms 


*I use the term ‘‘our’” as being the simplest term by which to 
refer to the Massachusetts General Hospital cases. of which hos 
pital 1 am a member of the out-patient staff. 
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of aortic involvement in August, and in Septem- 
ber, when I first saw him, there was sufficient 
evidence (increased supracardiae dulness with 
soft systolic murmur transmitted outward, etc.) 
on which to make a positive diagnosis. Harlow 
Brooks, of New York,” states that serious 
involvement of the heart may begin before or 
with the secondary stage of syphilis. He re- 
ported a case in which death resulted from a 
minute perforation of the aorta just above the 


valve before the secondary rash had fully ap- 


peared and the diagnosis been made. Moore,’ 
too, believes that syphilis attacks the heart 
earlier than is generally thought, and even as 
early as the appearance of the secondaries. 
Frankel*® puts the lower limits as ‘‘very 
early’’ and Osler* cites the case of a man, 
aet. 36, in which aneurysm of one coronary ap- 
peared only 18 months after the chancre. All- 
butt points out that because of the latency of 
the early cases it is very difficult to estimate the 
period between the primary infection and the 
involvement of the aortic wall. Sixteen years 
was the average period between infection and 
symptoms in the eases treated at the Massachu- 
setts General Hospital,? which is in agree- 
ment with the figures 10 to 20 years found in 
the literature. I believe that more frequently 
one Will find the period to be ten or more years, 
but the point I wish to emphasize is that the 
period may be much shorter and that one must 
not abandon a diagnosis of specific aortitis on 
the ground of too short an interval sinee the 
primary lesion. 

Sex. Allbutt gives men the preponderance of 
three to one over women. In ‘‘our’’ out-patient 
cases there were but 5 women to 56 men, but in 
the autopsy group, undoubtedly a safer source 
on which to base any conclusions, the figures 
were 40 men and 14 women, or about 3 to 1, as 
Allbutt states, 

Age. As Allbutt well says: ‘*‘Syphilis of the 
aorta mars and kills in the prime of life.’’ 
Thirty-five to 50 years are perhaps those 
in which the disease most frequently ap- 
pears. Forty-four years was the average age 
in ‘‘our’’ out-patient cases, the age limits being 
21 to 73 years. One of the autopsy cases was a 
boy, aet. but 18 years. Osler in his Sehorstein 
Lecture*? makes mention of two eases oceur- 
ring at 21 years of age. Congenital cases are not 
infrequent at the age of 15 to 20 years* and 
are well known in syphilitie infants. 
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Occupation. In the experience of Allbutt 
laborious or athletic pursuits are important de- 
terminants. Apparently aleohol is unimportant, 
as the disease occurs in total abstainers. 


Anatomy. Before proceeding I should like 
to draw attention to a few points on the normal 
anatomy of the aortic arch. Piersol’* de- 
seribes the aorta thus: ‘‘ At its origin the aortic 
arch presents three rounded swellings, one an- 
terior and the other postero-lateral, marking 
the position of the sinuses of Valsalva (sinus 
position of the sinuses of Valsalva (sinus 
aortae). The diameter of the ascending portion 
is about 2.7 em. and that of the descending por- 
tion about 2 em., the diminution appearing 
rather suddenly below the origin of the left 
subclavian artery and forming what has been 
termed the aortic isthmus. Where the ascend- 
ing portion passes over into the transverse an 
enlargement of the diameter occurs which is es- 
pecially well marked in older individuals, and is 
presumably due to the impact of the blood 
forced out of the ventricle by its contractions.’’ 

Morris*’ gives 2 to 2.25 inches (5.5 em.) 
for the ascending aorta and about 4.5 em. for 
the transverse part of the arch: Gray*® 
places the figures at 28 mm. at the start; while 
Allbutt* states that in a young adult male 
the aorta measures 5 to 7 em., and 8 em. if over 
50 years, and rather less in the female sex. 
When the arch is dilated Morris estimates that 
the most prominent part is about one quarter 
of an inch (6 mm.) from the sternum. This 
space is commonly filled in adults with a pad of 
areolar tissue and in infants the thymus gland is 
found there. An appreciation of this retro- 
manubrial space is of importance in correctly 
interpreting the amount and meaning of supra- 
cardiae dulness in a given case. 

In my brief search of the anatomical text- 
books I have found considerable variation in the 
aortic measurements. In facet, Gray avoids giv- 
ing measurements save the one quoted. 
This leads me to call attention to the fact that 
there is no fixed type of heart and aorta; the 
heart fits the body. It may be short and rather 
wide with a relatively broad aortic shadow, and 
in another person, with a longer chest and a 
lower vascular tone; the x-ray may show a heart 
of the long type with a narrow aorta.® It is 
to the extensive development of roentgen- 
ography, undoubtedly, that we owe our present 
conception of the variation, in normal individ 
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uals, in the conflagration and measurements 
of the heart and aorta. 

Pathology. the records of ‘‘our’’ 54 au- 
topsies there is much variation in tht extent of 
the pathological findings. As regards the part 
of the aorta affected— the first part of the 
aorta was involved in all but three instances. 
Further analysis discloses that in 14 cases the 
disease was evident in only the first part of the 
aorta, in 14 more it extended to the transverse 
portion, in 15 the ascending, transverse and de- 
seending parts were involved, and in 4 it was 
continuous throughout the aorta. While it is 
true the ascending portion of the arch was af- 
fected in 94 per cent. of this series of post- 
mortems, | note from the recorded descriptions 
that not infrequently the process was as exten- 
sive in the transverse portion as in the ascend- 
ing limb, and sometimes more so. When oceur- 
ring beyond the transverse arch the lesions 
usually much diminished in amount. In three 


instances the process was of the character of a | 


band, 1 to 2 em. in width, just above the valve, 
and extending ring-fashion round the aorta. 

The pathological findings as regards the 
coronary arteries were as follows: normal, 27; 
few scattered plaques or slight fibrous sclerosis, 
15; orifices reduced in size, 8, in two of which 
there were a few fibrous plaques in addition, and 
complete sealing over of one orifice in 4 eases. 
Of these latter the right coronary orifice was 
closed in 3 instances to one for the left. I note 
that Warthin®' states that in his experience 
any marked involvement of the large branches 
of the coronaries, even in cases with anginoid 
symptoms, was a rare occurrence. This is the 
more important in conjunction with his asser- 
tion that all cases of angina pectoris are syphi- 
litic. 

The aortic valve was affected in 41 instances, 
in 14 of which insufficiency was demonstrable 
and in a single instance definite stenosis. The 
pathological description of the process was: 
slight to moderate fibrous thickening in 35 cases, 
of. which 2 showed some wrinkling. calcareous 


‘in 3; and in 6 instances there was extensive 


fibrous thickening with much wrinkling in 3 of 
the latter. The base of the aortic cusps was ad- 
herent to the contiguous part of the aortic wall 
in 9 of these autopsies. As regards this last 
group of 9 cases my first impression was that 
here was the natural explanation of the frequent 
development of the regurgitation through the 
valve, but the autopsy protocols show that in- 
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 wliiney was demonstrable in but 4 of these 
‘adherent cases and in 10 instances the valve was 
insufficient though the cusps were not bound 
down. Clinically, aortic regurgitation was pres- 
ent in all 9 with adherent valves, in the 10 other 
cases demonstrated by the pathologist, and in 2 
additional instances. Therefore, it seems rea- 
sonable to assume that in most cases the regur- 
gitation is caused by yielding of the aortic ring. 
Definite aortic stenosis was found in one case. 
‘This is important, as L believe from the litera- 
ture that the presence of stenosis of the aortic 
valve is felt to be contrary to syphilitic involve- 
ment of the aorta. In fact Mix goes so far as 
to say: ‘There is absolutely no such thing as 
syphilitic aortic stenosis. It is wholly contrary 
to the law of syphilitic  Believ- 
ing, therefore, that this case of stenosis is. of 


importance in establishing our diagnostic c¢ri- 
teria of specific aortitis, I shall cite those parts 
of the case history that bear on the problem, 


Woman, aged 42, married. 

Family history. Two children living and 
well, one died in infaney. 

ast history. Measles, mumps, scarlet 
fever as a child. 

Present illness. In November, 1908, had an 
attack of anginoid pain over the heart and radi- 
ating to the left arm. Attack so severe that the 
patient fainted. There has been a dull pain in 
the same area ever since. 

Physical examination. Cyanosis. Heart en- 
larged to left of nipple and to sixth intercostal 
space. Systolic murmur at apex transmitted a 
short distance into axilla. A harsher, rougher 
systolic murmur at the aortic area and trans- 
mitted a short distance into the neek. Aortie 
second sound louder than the pulmonic second. 
Pulse poor volume and tension, suggestion of 
plateau in type. 

Patient in poor condition on entrance into 
hospital and was immediately placed on the 
dangerous list. Died suddenly 24 hours later. 

Autopsy No, 2371, May 1, 1909. Mitral valve 
normal. 

Aortic valve in situ barely admits tip of little 
finger. Its circumference is 5.5 em. The cusps 
of the aortic valve show considerable irregular 

thickening with wrinkling and deformity. On 

one cusp the thickening is distinctly nodular in 
character and the surface of this thickening is 
rough and granular. The ecusps are so de- 
formed that the openings of the coronary arter- 
ies are hidden. 

Aorta. For 10 em. above the aortic valve the 
wall of the aorta is irregularly thickened and 
shows on its surface irregular, smal] nodules 
with wrinkling and some puckering. The pro- 
cess is continuous with that. on the aortie valve. 
These thickenings are yellowish in color and on 
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section show a pre yellow area in the rr 
apparently largely involving the media and the 
intima. The aorta elsewhere shows a_ few 
fibrous plaques which are more marked near its 
bifurcation. but in general it is fairly smooth. 
The arch of the aorta measures 5.25 em.; the 
thoracic aorta 4 em.; and the abdominal aorta 
3 em. 

Microscopic examination. 

Aortic valve. Seetions stained by Levaditi’s 
silver method show much fibrous tissue with 
considerable necrosis. In the necrotic material 
many undoubted treponemata are found. 

Wall of the aorta. No treponemata found. 

Myocardium. In places there is degenera- 
tion of the musele fibres and infiltration with 
polynuclear leucoeytes, 


As stenosis is so rare In syphilis and so com- 
mon in streptococcie endocarditis (note the his- | 
tory of scarlet fever as a possible etiology). it is 
possible that this ease is really an old strepto-_ 
coccemia with a syphilitic aortitis on top of it. 
[ made this suggestion to Prof. Wright but he 


thought it rather far fetched and that we. 


should accept the facts as they stood, 
In their acuter stages, the syphilitic and many 


other infections of the aorta are not arterio- | 


sclerotic but inflammatory; they are, strictly 
speaking, aortitis.? Allbutt describes the pro- 
cess as at first more in the adventitia around the 
vasa vasorum, and soon involving the media. 
The intima is last to be affected. It shows 
thickening and a patehy proliferation of the 
subendothelial tissue. Elliott® emphasizes that 
the primary seat of the aortitis is along the 
course of the vasa vasorum, and points out that 
the prevalence of these vasa nutritia in even the 
small blood vessels of the cerebral circuit is the 
reason that endarteritis syphilitica is so com- 
mon there. Around these vasa vasorum are 
found collections of plasma and lymphoid cells, 
and, in the more acute foci, the treponemata 
may be demonstrated by the Levaditi silver im- 
pregnation method. A definite gumma, such 
as occurs in the heart or liver, rare. 
There may be large areas of healing by sear, and 
in faet the thickening of the intima makes that 
coat stronger than before. It is pointed out by 
Hirschfelder and other writers that it is 
the irregular distribution of the fibrosis and the 
necrosis, 7.¢., of the reparative and the destrue- 
tive changes, which gives the irregular puckered 
appearance to the aortie wall in cases of ad- 
vanced aortitis, Elhott contrasts the absence of 
calcification in the luetie lesion with its preval- 


ence in arteriosclerosis. Warthin?? emphasizes 
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that the pathological diagnosis of syphilis 
is essentially microscopic as to the naked eye the 
tissues may appear sound. 


The seat of the mischief is in the suprasig- 
moid area. In its first stage, a single cushion 
less than the size of a ten cent) piece is a matter 
of the gravest import, because it threatens vital 
limbs of the arterial system—the aortic valve 
and, at their orifices, the coronary arteries.‘ 
Sir Clifford Allbutt has pointed out the fre- 
quency of incipient syphilitic infection of the 
aorta in angina pectoris in the following words: 
“Of all the infections the most active, definite, 
and frequent cause of angina pectoris is syph- 
The same authority notes that the 


pulmonary artery does not always escape and 
“oceasionally the mouths of the side vessels may 
be blocked but the process rarely extends far 
into them. 

When the process has caused the aorta to di- 
late considerably it is often a matter of personal 
choice with the examiner whether he employ the 
term syphilitic aortitis with dilatation or syph- 
ilitie aortitis with aneurysm. believe the 
tendeney is to agree with Mix*! that there is 
no hard and fast line between the two condi- 
tions. 


Of aortitis of non-specific origin just a word. 
Klotz’ is authority for the statement that in 
rheumatic aortitis the media is involved but the 
histological picture is not the same as in dues. 
I shall not attempt further to discuss the path- 
ology of the aortitis occurring in non-specific 
infections, save to agree with Elliott® that the 
rheumatie form is commonly associated with en- 
docarditis and manifests the tendeney common 
to all infective secondaries to undergo spon- 
taneous healing as the primary cause subsides. 


In recent years there has been an apprecia- 
tion of the fact that coincident with the syph- 
ilitie lesion in the aorta the heart proper is 
often involved. Warthin, of the University of 
Michigan, is the foremost of those advocating 
this feature of syphilis of the vascular system. 
In a study of 50 eases by Brooks® the epi- 
-eardium or visceral pericardium was diseased in 
28, the myocardium in 44, and there was a true 
gumma in five. Moore’ holds that the process 
| is usually a myocarditis and may be recognized 
roscopically. From  Warthin’s — studies'® 
it is to be inferred that in a case of specifie dis- 
ease of the aorta the heart is also involved and, 
peer to the general impression, the cardiae 
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72 
lesion is not necessarily incidental to the aortitis. 
In line with this one often notes, from a elini- 
cal standpoint, poor myocardial function often 
anticipating or out of proportion to the involve- 
ment of the aortie valve. 

Symptoms. Allbutt believes that specific 
aortitis is far more frequent than we are wont 


to realize and is for the most part insidious.* , 


He would divide the cases into acute or chronie, 
according as the symptoms differed, or rather in 
respect to intensity, 7.¢., from a course wholly 
latent,* to a more or less transitory stenocardia. 
to a fuller angina, or to the racking angina of 
the status anginosus, Tides of activity may oe- 
cur.* 

Pain. If there be symptoms, pain is promi- 
nent. It varies from a sense of tightness about 
the upper sternum to the utter torture of severe 
angina. It may come in attacks, be associated 
with exertion or be present almost continuously. 
In ‘‘our’’ out-patient cases it was most com- 
monly termed ‘‘sub-sternal pain,”’ but at times 
it was described: precordial, under lower part 
of the sternum, in chest, to left shoulder, in 
chest and right arm, in left chest and back, in 
chest, shoulders, and to arms, and in arms and 
hand. 

Superficial internal aortitis of the arch, even 
when acute, is unattended with pain, or, if some 
pain be complained of, it receives little atten- 
tion; in the aortitis of the infections pain is 
frequently, in some of them generally, absent. 
In syphilitie aortitis it is more frequent ;* where- 
as in atheroma, cases with pain are a small 
minority. 

Shortness of breath was present in two-thirds 
of our cases.” Mix puts it well when he writes: 
‘*A sudden dyspnea associated with a rapid 
heart action in aman in the forties ought al- 
ways to raise in the examiner a suspicion of 
specific origin.’”* 

Fever is said by Fontain® to be common. Its 
type, he says, is that of sepsis or atypical ty- 
phoid, and it has marked remissions. Allbutt,* 
on the other hand, writes that it is hard to find 
definite records of fever, but that it occurs at 
times. In our autopsy group of cases fever un- 
explained by other causes, such as acute lung 
pathology, septicemia, etc., was present in but 
six instances, in only three of which did it ex- 
ceed 100° F. The maximum was 102° F, and 
the type was irregular or ‘‘septic.’’ The amount 


* Elever of the autopsy group of cases were without symptoms 
suggestive of aortic disease. 
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of aortitis present in these six cases varied from 
moderate to advanced. 

Pressure symptoms occur as late complica- 
tions. A rather strident ‘‘whistling respira- 
tion’? on exertion, while by no means an in- 
itial sign, may yet long precede other respira- 
tory signs as a symptom of pressure.* Elliott® 
points out that the direction in which pressure 
is exerted by an aneurysm and the rapidity with 
which dilatation occurs and grows are undoubt- 
edly determining factors in the production or 
absence of symptoms. The same author reports 
a case, without symptoms, in which an aneurysm 
caused complete collapse of the upper lobe of the 
right lung and that this condition was only dis- 
covered as a result of a routine roentgeno- 
graphic examination. A similar case has been 
found at the Massachusetts General Hospital. 

In an analysis of 61 out-patient cases? I 
found symptoms as follows: shortness of breath, 
pain in the chest, or both, was present in all; 
shortness of breath in 43, substernal pain in 
32, cough in 15, palpitation in 9, and weakness 
in 6. 

Physical Signs may, perhaps, best be consid- 
ered under inspection, palpation, percussion, 
and auscultation. 

Inspection is of value only in advanced eases, 
when it may lead us to infer that an aortitis is 
present. Thus, a visible throbbing of the caro- 
tids suggests insufficiency of the aortie valve 
which we know to be luetie in origin in most 
eases in adults. A visible pulsation in the su- 
prasternal notch may mean a dilated arch. 
Again any visible pulsation in the second or 
third intercostal space near the sternum sug- 
gests aneurysm. Cabot** emphasizes that a 
pulsation, if present, may best be detected by 
looking across the chest with examiner’s eyes 
on a level with the chest. Enlargement of the 
cervical veins may be noted but should not be 
expected save in cases complicated by aneu- 
rysm and with other signs of pressure. 

Palpation. Except in thin elderly people 
with degenerated vessels the aortic arch is not 
often to be felt in the supramanubrial notch. It 
commonly lies 2 to 2.5 em. below and under 
some fat and layers of connective tissue. It 
may be palpable in persons wasted, or neurotic 
‘with atonie vessels, in the subjects of Graves’ 
disease, for example, or when, as in high pres- 
sure cases, the heart is hypertrophic.* In inter- 
preting the value of the palpability, in a given 
ease, of the arch in the supramanubrial notch 
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it is important first to determine the heighth 
of the diaphragm. In acute cases the arch may 
be tender to touch.* Palpability of the areh of 
the aorta is, at best, not a particularly reliable 
sign as it is not always present and occurs also 
in arteriosclerosis and in some other non-spe- 
eifie conditions. 


The subelavian sign of Faure, Gerhardt, von 
Sehrotter*’ and others is only oceasionally use- 
ful. When the aorta is stretched and twisted, 
the subelavian artery, as the patient depresses 
his right shoulder, may be thrown up in the 
supraclavicular noteh. 


Undue mobility of the eardiae apex in patients 
having an elongated aorta has been pointed out 
by Traube.* These latter two signs,’ if positive, 
in my opinion, have merely some confirmatory 
value. 

Pereussion. The supraecardiae dulness is most 
marked in the midmanubrium and commonly 
the dulness is greater to the right than to the 
left. The sense of resistance is the best guide. 
I have found of assistanee the bent finger meth- 
od of pereussion as recommended by Plesch,*” 
sometimes called the threshold percussion of 
Goldscheider. It is said that a corresponding 
area of dulness may be detected at the third 
to fourth dorsal spines.* 


Auseultation. Allbutt gives weight to a 


change in the quality of the seeond sound as 


heard in the sortie area. He uses the term 


““tympanie second sound’’ to deseribe the qual- | 


ity of sound which Potain eompared to the 
tabourka, an Algerian drum made of an earthen 
pot with a skin stretched over its mouth.  All- 
butt believes this qualitv is imparted to the see- 
ond sound due to the muffling of the walls of 
the ascending aorta. In arterioselerosis quite a 
similar sound may be present. 

In the eases in whieh the process has ex- 
tended to the aortie valve the systolie murmur 
of aortic roughening or the diastolic of regurgi- 
tation may be present. Thus in our out-patient 
eases® (those in which the diagnosis was beyond 
reasonable question were selected for analysis) 
one or both murmurs were present in each case. 
A systolic thrill may or may not be present. 
In the early stages there may be a remarkable 
infermitteney in the regurgitation where the 
latter is dependent more on a relaxation of the 
aortic ring.t I have noted that one often must 
listen with extreme eare in order to pick up 
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the fine type of murmur which may be among 
the early physieal signs. The most favorable 
time is after full expiration and with the pa- 
tient in the erect or leaning forward posture, 
as recently so well emphasized by Pardee.*? 
Sometimes exercise may intensify the murmur. 
As pointed out by Austin Flint®* and others, 
those who do not use the large diaphragm of 
the Bowles’ stethoseope will occasionally pick 
up a regurgitant murmur only by listening with 
the ear applied directly to the chest. The 
aortie direct murmur is more commonly soft but 
may, in other cases, be loud and rough. True 
aortic stenosis with its pulsus tardus, parvus et 
rarus may occur (See case report under the 
discussion of pathology). 


It is not infrequent to find murmurs at the 
apex due in most cases, if the diagnosis of 
aortitis be correct, to a relative insufficiency of 
the mitral valve. The frequent presence of 
syphilitie myoearditis, as demonstrated — by 
Warthin,’® and the occurrence in some cases 
of insufficiency of the aortie orifice furnishes 
ample reason for the relaxation of the mitral 
ring. | would especially emphasize here the 
danger of mistaking, in aortitis with regurgita- 
tion through the aortie valve, the presystolie 
murmur of Austin Flint and the systolie of 
relative mitral insufficiency for the murmurs of 
‘organie mitral stenosis and regurgitation, On 
| this point | shall have more to say when dis- 
eussing the differential diagnosis. 


Blood Pressure. The systolic pressure, ae- 
cording to Oberndorfer,* is usually normal un- 
Jess the valve is damaged. It is the opinion of 
Allbutt that ordinarily the blood pressure is not 
raised. In my studies of the records of hospi- 
tal cases and in personal examination of pa- 
tients there was nothing characteristic in blood 
pressure readings in specific aortitis. Thus, in 
cases not complicated by aortie regurgitation 
the systolic pressure ranged 110 to 160 and the 
diastolic from 50 to 95. One pressure of 240 
was present in a patient suffering from arterio- 
sclerotic nephritis, and another of 195 was a 
single record obtained in a man aged 62 and a 
victim of marked arteriosclerosis. 


Other physieal signs may be present aecord- 
_ing to the degree of luetic aortitis and the pres- 
‘ence of complications. In the 61 out-patient 
‘eases analyzed,? the physical signs and the fre- 
| queney thereof were as follows: Diastolic mur- 
“mur, 23; diastolic and systolic, 20; a systolic at 
| 
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the aortic area, 19; systolic at the aortic area | RENAL 
‘ 
and at the apex, 7; systolic at the apex, 2; heart | 


enlarged to the left, 29: to the sixth space, 16; ) 
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CALCULUS WITH NEGATIVE 
X-RAY FINDINGS. 


By A. HYMAN, M.D., F.AC.S., NEw York, 


Corrigan pulse, 9; systolic thrill at the aortic | 


area and transmitted to the neek, 2; pulsus 


alternans, 2; cardiac compensation — badly 


broken, 4. 

To support our diagnoses one has recourse to 
the Wassermann reaction and to roentgeno- 
graphic examination. shall therefore con- 


sider them next. 


Wassermann Reaction. As in other forms of 


syphilis the Wassermann reaction has been | 


found to vary from strongly positive to nega- 
tive. Delafield and Prudden, in the latest 
edition of their book place the test as positive in 
all but 5 per cent. of the cases of specifie aor- 


titis.*” In 36 cases of aortic disease Cummer 


and Dexter*’ reported a positive reaction 


27, or 75 per cent.; and Longcope*’ in 35 (or) 


74.5 per cent.) of 47 cases. The latter author, 
in summing up the percentage of positive Was- 
sermann reaction, gives the figures as: from 25 
to 68 in general cardiovascular disease, from 
75 to 80 in aortic insufficiency, from 85 to 95 in 
aneurysm, and 75 to 8& in aortic disease in 
°° 

But I should like more especially to draw 
attention to the frequency of a negative 
response to the Wassermann test and to. the 
interpretation which should be placed on the 
absence of a positive reaction in the diagnosis 
Elliott, of Chicago, 


states that, In his experience, it is not uneom- 


of syphilis of the aorta. 


mon in late syphilitic developments, such as 
tabes, aortitis and myocardial disturbance, to 
obtain a negative Wassermann reaction. Mix*! 
points out that Warthin has demonstrated the | 
spirochetes either in the myocardium or aorta 
in individuals who during life had a negative 


Wassermann reaction. The margin of error has 
been placed as high as 40 per cent.® and will 
lead us astray if we dismiss the idea of syphilis 
on a negative laboratory report. Elliott reiter- 
ates the impression of the better part of the 
profession in urging that we should all be a 
little more tenacious in upholding our clinical 
diagnosis when we find it opposed by laboratory 
reports. 


(To be continued.) 


Adjunct Surgeon Mt. Sinai and Lebanon Hospitals, 
New York City. 


||From the Surgical Service of Mt. Sinai Hospital. 
| 

Ir is still not generally recognized by many 
practitioners that a negative radiogram is insuf- 
ficient evidence of the absence of caleulus in 
any part of the genitourinary tract. From a 
careful study of statistics of urinary lithiasis, 
it is evident that the lower a stone is situated 
In the urinary tract, the greater are the 
chances of its being missed roentgenographi- 
cally. Thus, in renal stone, competent observ- 
ers have agreed that calculi fail to show in from 
6% to 15% of the cases'; in ureteral stone the 
percentage is higher, from 15% to 30%,? where- 
as in vesical stone more than 60% of the cal- 
culi fail to cast shadows.” Hunner* has aptly 
remarked in a recent publication, ‘*a negative 
x-ray means nothing, but often proves worse 
than useless, because it stops further investiga- 
tion of the urinary tract.’’ Reeently, within a 
period of a few months. four cases of renal 
stone with negative x-ray findings were ob- 
served. The chemical analysis of the stones 
showed that they were composed, chiefly, of am- 
monium urates. Interesting is the faet that in 
two of the patients the stones were latent, caus- 
ing no symptoms referable to the diseased kid- 
nev: and were discovered at post mortem ex- 
amination. 


Cask J. W. Male. Age, 48 vears. 
mitted to Mt. Sinai Hospital August 13, 1918, 
Patient’s general condition poor. History of 
dysuria, pyuria, and hematuria of three weeks’ 
duration. Two years age a similar attack; on 
a few occasions had left Jumbar pain, non-radi- 
ating. On the day of admission patient had an 
attack of retention of urime. On eatheteriza- 
tien, an obstruction was encountered due to an 
impacted stone in the pendulous urethra, four 
inches from the meatus. Unsuccessful attempts 
were made to remove the stone with an alligator 
forceps. The caleulus was finally foreed back- 
ward into the bladder with a catheter and 
twenty ounces of urine evacuated.  Radiog- 
raphy demonstrated a small shadow in the pel- 
vis; evidently the caleulus, which had been 
pushed back into the bladder. X-rays of kid- 


neys and ureters negative for stone; the left 
kidney shadow was enlarged. The patient was 
not obese and the radiegrams were very clear. 
Following the atiempts at removing the ure- 
thral stone, urinary extravasation involving the 
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penis, scrotum, and perineum quickly devel- 


oped, and despite the fact that these regions 
were widely incised and drained, the patient’s 
condition rapidly became worse, uraemic mani- 
festations developed, and death followed the 
next day. 

Post mortem examination revealed an atro- 
phied right kidney, the organ being about one- 
third its normal size, This kidney, which never 
produced symptoms, contained a large branch- 
ing calculus filling the pelvis and ealices. The 
left kidney was twice its normal size and the 
seat of numerous abscesses. Six stones, each 
the size of a small cherry, were found in the 
pelvis and calices. 

Chemical Eramination of Caleuli. Chiefly 
ammonium urates; traces of magnesium phos- 
phate and calcium carbonate. 

Summary. A patient admitted with urinary 
retention, dae to an impacted stone in the 
urethra; urinary extravasation caused by at 
tempts at removing same; uraemie, exitus. 

Findings. Atrophied right kidney with large 
branching caleulus (latent kidney stone) mul- 
tiple left renal caleuli. Chief ingredient of 
stones, urates; negative radiograms. 


Cask 2. M. P. Male. Age, 53 years. Ad- 
mitted to Mt. Sinai Hospital September 11, 
1918, with a history of anuria of three days du- 
ration. Three years previously had an attack 
of right lumbar pain, a month later similar at- 
tack on left side. Patient has been well since, 
until three days age, when anuria first devel- 
oped, and complained of headaches, nausea, and 
pain in right lumbar region. 

Physical Eramination. General condition is 
wood; patient is perfectly rational, the tongue 


is dry and coated, the breath uraemic. No 
costo-vertebral or abdominal tenderness. Blood 


pressure 165, 
urine obtained per catheter. 
many pus cells, with a trace of albumen. The 
day following admission, patient voided sixty 
ounces of urine and felt. considerably better. 
Cystoscopic examination showed an_ inflamed 
bladder, with normal ureteral orifices; uo ob- 
struction encountered in either ureter. Slightly 
turbid urine was obtained from the right kid- 
ney. Indigo ecarmine appeared in slight con- 
centration in twelve minutes. The left side 
vielded blood-tinged urine with no indigo ear- 
mine. Pus and red blood cells were found in 
hoth specimens. Phenosulphonephthalein  out- 
put. 21% in three hours. 

X-ray Exramination. ‘‘In region of left kid- 
hey there is a small shadow, size of a cherry pit, 
Which may be a coneretion ; no shadows in right 
kidney or ureter region.’’ Patient remained 
well until three days later, when temperature 
rose from normal to 105°, anuria again devel- 
oped. Two drams of urine obtained by cathe- 
ter'vation in twelve hours, 
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Cystoscopic Examination. Normal bladder; 
ureters catheterized, no obstructions eneoun- 
tered. no secretion from either side. The only 
positive physical finding at the time was slight 
costo-vertebral tenderness on right side. Blood 
chemical examination showed marked retention, 
urea 59 mgm. and creatinin 6.8 mgms. per 100 
cc. of blood. The right kidney was explored 
and found considerably enlarged and studded 


with miliary subcapsular abscesses. A deeap- 
sulation and nephrotomy was done. Following 


the operation, the patient’s condition rapidly 
became worse and death followed the next day. 


Post Mortem Eramination. Right kidney en- 

larged and shows a well-marked pyelonephritis. 
The pelvis contained four large stones about the 
size of cherries, with a number of smaller pea- 
sized caleuli in the ecalices. Along the course 
of the right ureter, which was considerably 
thickened, there were found twenty small cal- 
culi, each the size of a pea. The left kidney, 
one-third of its normal size, contained several 
small caleuli. Death due to renal insufficiency 
with pyelonephritis. Chemical examination of 
calculi: ammonium urates, traces of ecaleium 
and magnesium phosphates. 
A patient with anuria, spontane- 
ously relieved, Cystoscopy demonstrated evi- 
dences of bilateral renal involvement. Second 
attack of anuria; operation; death. Numerous 
caleuli found in both kidneys, also along course 
of right ureter, although urethral catheter was 
‘passed into pelvis on this side without encoun- 
tering any obstruction. Stones from both kid- 
neys uratic. Right kidney enlarged and pyelo- 
nephritic. Negative x-ray findings; other side 
positive shadow; atrophic kidney. 


Summary. 


Case 3. D. K. Female. Age, 55 years. Ad- 
mitted to Mt. Sinai Hospital December 19, 1918. 
History of anuria of two days’ duration, with 
uraemic manifestations. Prior to this had pain 
in right lumbar region for three months. accom- 
panied by hematuria and pyuria. 

Physical Examination showed a middle-aged 
woman; attacks of restlessness alternating 
with drowsiness. The right kidney was en- 
larged and tender. X-ray examination of 
urinary tract negative. The patient’s condition 
rapidly became worse, despite the fact that ten 
ounces of urine were voided the day following 
admission. The restlessness became so marked 
that. cystoscopy could not be performed. The 
right. kidney was explored and found markedly 
enlarged. There was considerable retention of 
purulent urine in the pelvis, and two small cal- 
euli were removed through a nephrotomy inci- 
sion; drainage of kidney. Condition improved 
for three days: on the fourth uraemia again 
developed, followed by death. 

Post Mortem Findings. Large right kidney 
containing several abscesses; two large stones 
in ureter just below uretero-pelvie junction; 
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one in upper calyx. The left kidney, which was | 
the site of the inflammatory process, contained | 
two calculi in the lower pole. Stones composed | 
chiefly of ammonium urates. | 

Summary. A patient with uraemie manifes- | 
tations; negative x-rays. Jilateral diseased | 
kidneys with caleuli. Latent stones on the left | 
side. 


| 

Case 4. Male. Age, 31 years. Admitted to | 
Mt. Sinai Hospital July, 1919. History of five | 
weeks’ duration of left lumbar pain, radiating 
to thigh, accompanied by urinary frequency. 

Physical Examination negative. Kidneys not | 
palpable. X-ray of urinary tract negative. | 
Cystoscopy showed a normal bladder with nor- | 
mal ureteral orifices. Right ureter eatheter- | 
ized; clear urine; good indigo earmine in | 
twelve minutes. Obstruction encountered in | 
left ureter at 25 em.; cloudy urine obtained | 
with weak indigo earmine eonecentration in 
twenty minutes. A second x-ray was also nega- 
tive; despite this fact, a tentative diagnosis of 
a ealeulas imprcted at the uretero-pelvie June- 
tion was made. This was confirmed by passing 
a wax-tipped bougie, and obtaining positive 
serateh marks. Five days later the patient 
passed a smooth yellowish stone, the size of a 
large cherry pit. Analysis of the ealeulus 
showed it was composed chiefly of ammoninm 
urates. 

The question most naturally arises as to the 
cause of these radiographie failures, for as sueli 
we must necessarily elass them. A number of 
years ago, poor radiographie technique was held 
responsible. With improvement along these 
lines, better results have been obtained. TLow- 
ever, as shown by previously quoted statisties, 
quite a number of caleuli are still missed. Obes. 
ity is a factor which must be considered; an- 
other is the chemical composition of the stone. | 
It wes formerly believed that the majority of 
renal ealeuli were composed chiefly of rates 
and urie acid. These econeretions are translu- 
eent to the x-ravs, and seldom throw shadows. 
All stones which failed to show in the radio- | 
gram were eonsidered urie acid or vratie in| 
origin. Reeently it has been demonstrated by 
able chemists? that the majority of primary) 
renal ealeuli are composed prineipally of eal-. 
cium oxalate salts. Numerous instanees have | 
been reported in which phosphatic and oxalie 
stones failed to show in the radiogram, thus | 
demonstrating causes other than the chemieal 
composition, to aeeount for the failures 
Frever,.® a number of years ago, offered as an 
explanation, the theory that many stones are 
translueent to the x-rays when covered by an 
inflamed kidney, or by condensed fat, or when 
surrounded by pus. As proof, he cited the fol- 
lowing: A patient with a palpable kidney mass 
x-raved with negative results. At operation a.| 
large phosphatie caleulus was found. The eal- | 
eulus removed, was then placed under the | 
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posite healthy loin, which was radiographed, 
and the stone distinetly shows. A similar case 
was subjected to the same procedures with sim- 
ilar results. In both instanees the kidneys con- 
taining the stones were enlarged and _in- 
flamed. I'rever, therefore, concluded that ‘‘cer- 
tain inflamed kidneys hid stones by not ob- 
structing the x-ray.’’ In two cases of this se- 
ries, the kidneys removed at post mortem were 
x-rayed with the stones placed in situ and dis- 
tinet shadows were obtained; thus demonstrat- 
ing that the calculi themselves were not trans- 
lueent to the rays. 

From this résumé, it is evident that there are 
a number of causes for negative radiograms. 
The subject is a eomplicated one and requires 
eareful study to clear up the mooted points in 
question, 


CONCLUSIONS. 
These four cases serve to illustrate several 


interesting faets: 1, Negative radiographie find- 


ings in renal lithiasis are not infrequent, four 
such eases being observed within the period of 
afew months, 2, Latent kidney stones are also 
not uncommon; in two cases there were no 
svimptoms referable to the side on whieh eal- 
euli were found. 3, The chemical analysis 
showed urates to be the predominating constitu- 
ent in all four cases. 4, The passage of a ure- 
feral eatheter unobstrueted into the pelvis ot 
the kidney does not prove the absenee of a ure- 
teral ealeulus. 5, The wax-tipped bougie is of 
ralue; it will every now and then demonstrate 
the presence of a stone when other means fail. 
6, Conservation should be the watehword in all 
operations upon the kidney. Nephreetomy 
should be practised as a last resort, for despite 
negative radiograms, and absence of symptoms, 


the opposite kidney may be the seat of ealeare- 


ous disease. 
ADDENDA SINCE PAPER WAS SENT FOR PUBLICATION 


Case 5. Female. Age, 27. Admitted to Mt. 
Sinai Hospital, service of Dr. Beer, March 4, 


1920. Family history, negative. Past history, 


negative. Present illness began five months ago 
with duil pain in right lumbar region, non-radi- 


ating. Frequency of urination by day and 


night, no hematuria: chills and fever at onset, 
never passed ecaleuli, 

Physical Examination. pole of right 
kidney palpable. Urine—moderate white blood 
cells, oeeasional red blood cell. Cystoseopy— 


normal bladder, diminished indigo-carmine se- 
eretion from right kidney; both urines clear 
“macroseopically: moderate number of white 
blood cells, few red blood eells; urea 0.2%. Left 
kidney, oecasional white bleod eell; red blood 
cell; urea, 1.8% ; x-ray examination of urinary 
tract on two oceasions negative. Passage of 
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wax tipped catheter into right renal pelvis, 
positive scratch marks obtained; this was veri- 
fied by a second examination. Diagnosis—Right 
renal caleulus. Operation (Dr. Beer)—Pyelot- 
omy and nephrotomy for calculus. Large ad- 
herent kidney, with multiple subcapsular ab- 
scesses. Pelvis opened and several large caleuli, 
covered with a fibrinous exudate were found in 
pelvis and ealices. Decapsulation—nephrotomy 
and drainage. Patient did very well after the 
operation for three weeks, then had a severe 
attack of pyelonephritis, with chills and tem- 
perature as high as 105. This attack lasted five 
days and subsided without operative interfer- 
ence. Chemistry of stone—Calcium earbonate, 
ammonium urates, ammonium and magnesium 
phosphates. 


Comment. It is very likely that the layer of 
fibrin which surrounded the ealeuli may have 
been responsible for the negative radiograms. 
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OBSERVATIONS ON THE AGGLUTINAT- 
ING TITRE OF THE BLOOD SERUM 
IN TYPHOID FEVER. 


By Dwicut O’HarA, M.D., MaAss., 


Boston City Hospital. 


INTRODUCTION, 


Tur diagnostic value of the agglutination 
reaction in typhoid fever has been of great 
service ever since its clinical application by 
Widal in 1896. Its quantitative determination 
from time to time during the course of the 
disease was done by Widal in 1897.!_ He told of 
a fatal case with high powers of agglutination, 
and he told of one case, with relapse, in which 
there appeared no agglutination during or fol- 
lowing the disease. He concluded that the dilu- 
tion in which the patient’s serum is able to ag- 
glutinate typhoid bacilli is independent, of the 
State of the patient’s immunity. Cases in which 
the patient’s serum fails to agglutinate at any 
time during or following the disease must. be rare, 
and it is not unlikely that Widal was dealing 
with a paratyphoid in the above case. Others 
have concluded that the ability of the typhoid 
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patient’s serum to agglutinate the bacilli, while 
of great value in diagnosis, is of no value in 
prognosis’. 

To assume that the height of the agglutinat- 
ing titre indicates the height of the patient’s 
immunity is to forget that both of the factors, 
the disease and the patient, are subject to wide 
variations-—not only in the individual ease, but 
in the course of the disease of the individual. 
Nor is the formation of agglutinins by any 
means an index of the many known and un- 
known processes of active immunization going 
on in the case of typhoid fever. The exist- 
ence of agglutinins in the serum indicates only 
the existence of past or present. antigen, or the 
typhoid poison, in the individual. The concen- 
tration of demonstrable agglutinins, that is, 
the potency of the patient’s serum in varying 
dilutions to agglutinate the typhoid bacilli, or 
the agglutinating titre as it is called, may in- 
dicate excess of agglutinins over antigen in the 
individual at the time ‘the serum was with- 
drawn. With the idea that the concentration 
—the agglutinating titre—does indicate this 
excess, the following observed cases are of 
interest. 


METHODS. 


In a small series of comparisons the follow- 
ing differences between the macroscopic and the 
microscopie methods of testing the agglutinat- 
ing titre were observed: 


1. The macroscopic test is fully as simple 
as the microscopic, and requires no more time, 
although the final reading is obtained some 
hours later. 


2. The macroscopic test is positive in lower 
dilutions than the microscopice—that is, it is 
not so delicate. 


3. The macroscopic end-point is more defin- 
ite and more constant than the microscopic. 


All agglutinations recorded were done by the 
macroscopic method, using a salt solution sus- 
pension of fyphoid bacilli, prepared in a way 
similar to that suggested by Zinsser*. The 
dilutions were made either with the capillary 
pipette or by the drop method. Except for these 


‘two methods of making the dilutions, all re- 
corded agglutinations were done uniformly. 


They were placed in a water-bath between 37 


and 40 degrees, Centigrade, for two hours, and 


then in the iee-box over night. 
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CASES. 


Case 1. Patient entered hospital in fourth | 
week of disease. A positive blood culture was. 
not obtained, but a careful differential diagno- 
sis, week by week, left no other elinieal diag- 
nosis than typhoid fever. On admission the 
serum agglutinated 1:80. At the end of the 
fifth week, before the temperature had steadied 
down to normal, the agelutinating titre had 
fallen to 1:20. Toward the end of the seventh 
week a very severe relapse appeared, and = in 
the tenth week the agglutinating titre had 
again risen to 1:50. After the tenth week con- 
valescenee occurred without further complica- 
tion. 


(ase 2. Patient entered hospital in third 
week of disease. Diagnosis made by blood 
eulture. The agelntinating titre less than 1:15 
on admission rose to 1:30, then to 1:60 at the 
beginning of the fifth week. From this point 


1. 
it fell more graduatly and convaleseenee was 
uninterrupted, 

Case 3. Patient entered hospital in seeond 
week of disease. Diagnosis by blood eulture. 
One week later the serum agglutinated 1:30, 
Pneumonia and death followed shortly, the 
ageglutinating titre dropping to less than 1:15 
a few days before death. B. typhosus was 
obtained in culture from post-mortem lung 
puneture, 

Case 4+. Brother of Case 3, entered hospital 
in second week of disease. Diagnosis by blood 
eulture. [n the beginning of the third week 
the agelutinating titre way 1:15. Fever lasted 
to the end of the third week, when the ageglu- 
tinating titre had risen to 1:30. Temperature 
then remained normal and convaleseenee was 
uneventful. 

Case 5. Patient entered hospital after one 


week of fever. Diagnosis by blood eulture. 
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Case 4 


The heetic course of this case is best repre- 
sented by the aecompanying chart. 


initial septicaemia. and before the bacilli have 
established a foeus in the bone marrow—for 
which tissue, among others, they have an elee- 
tive affinity’. This is the explanation offered | 
for the white count on admission—16,500. At. 
the end of the fifth week it had fallen to 6,000, 

Blood cultures were positive twice in the first 
week and again in the second week of the re- 
lapse. The second eulture was positive at the 
same time that the serum agglutinated 1:60. 
This emphasizes the fact that the agglutinins, 
while specific, are not bactericidal for the 
typhoid bacilli. The bacilli take a purely pas- | 


sive part in the phenomenon of agglutination? , 
| 


Agglutinations, exeept for the first one, were 
all made with a suspension of bacilli raised 
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the patient’s serum. 
A high white count may oeeur during the 
purposes were futile. 
abscess of the fifth left costal cartilage formed. 
it was aspirated, and Ti. typhosus was cultured 
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represent the action of the patient’s serum on 
his own organisms. A fall in the agglutinat- 
| ing titre heralded the relapse. Throughout the 
relapse the titre was low—less than 1,15—and 
it rose only when recovery was close at hand. 
Complications started in the third week with 
a severe haemorrhage from the bowel, which 
necessitated transfusion. In the fifth week, 


with the relapse at its height, and with a 


marked seeondary anaemia, a second transfu- 
sion was done. The donor for the second 


transfusion was immunized with typhoid vae- 


cine till his serum agglutinated 1:60, but it had 
little or no effect on the agglutinating titre of 
Attempts to secure the 
use of convalescent typhoid patients for donor 
In the eighth week an 


from it. 

One might speeulate as to whether or not 
this abseess acted as a sort of autogenous vae- 
cine, hastening recovery and raising the agglu- 


tinating titre to 1:60 again, a week later. 


This case illustrates the following axioms of 
diagnostic A high white count at 
onset does not rule out typhoid fever. A nega- 
tive agglutination late in the disease does not 
rule out typhoid fever. 


Case 6 Patient entered hospital in the 
second week of disease. Diagnosis by blood 


from the first blood culture. They therefore culture. ‘This patient also had the accident of 
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CasE 
intestinal haemorrhage. He was an aleoholie 
type, which fact greatly increased the severity 
of the disease from a clinical standpoint. His 
agglutinating titre was 1:120 through the third 
and first part of the fourth week, after which 
improvement became very evident. The titre 
then gradually dropped off, and there was 
nothing remarkable about the convalescence. 


SUMMARY. 


Conclusions are not justified in this small 
series. In summary the most striking point is 
the relation between the clinical course of the 
disease and the changes in the agglutinating 
titre from week to week. 

In eases 2 and 4 there were prompt recov- 
eries, and in both the agglutinating titre rose 
to the point of defervescence. 

In case 6, which was more severe probably 


PROSTATECTOMY. 


By Henry G. Bucser, M.D., F.A.C.8., NEw York, 


Urologist to St. Luke’s, Woman's, and Lying-in 
Hospitals. 


(Concluded from page 47.) 

History reveals to us the various methods 
which have been employed in attempts to re- 
lieve obstruction due to so-called prostatic hy 
pertrophy, with which we are now dealing. I 


. have briefly sketched the evolution of the chief 


procedures employed for this purpose, both per 
urethram and by open operation. Attempts to 
remove a median lobe, leaving lateral enlarge- 
ments, result in a loss of support of the lateral 
lobes, which fall into the vesical orifice, the ob- 
struction often being subsequently more com- 
plete than before. Blind operations per ure- 
thram, and various punch operations, are of 


6. 


because of alcoholism (haemorrhage being 
always a possible accident), the titre stayed at 
1:120 till recovery was becoming quite evident. 

In cases 1 and 5, which were both Jong and 
tedious, the titre dropped unmistakably before 
clinical recovery was at all apparent. and it 
rose again at or near the point of true recovery, 
some weeks later. 

In ease 3, which was complicated by pneu- 
monia and ended by death, the titre fell from 
1:30 to less than 1:15 before exodus. 

In these cases, then, a fall in the agglutinat- 
ing titre of the serum before clinical recovery 
was becoming evident, was a sign of poor prog- 
nosis. 
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little value where true hypertrophy is pres- 
ent. There are many early cases in which con- 
gestion plays a very important part, and when 
relieved little if any true hypertrophy is left, 
or, not infrequently, a fibrous prostate or con- 
tracture of the vesical neck remains. It is in 
this type of cases especially, and because we 
cannot be sure at first sight that we are not 
dealing with this type, that proper considera- 
tion of the case should be given before decid- 
ing upon operative measures. The amount of 
residual urine, the presence or absence of in- 
fection is not as important a deciding factor 
as is the study of of character of the obstruc- 
tion present. It is this true tissue change, after 
all superimposed conditions have been removed, 
that must decide us, always having in mind a 
borderline case, and the frequent transition of 
benign hypertrophy into malignancy. 
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Given a true hypertrophy, a mechanical ob- 
struction of the vesical neck which should be 
removed, how should the case be handled? Can 
we divide our eases into those which can be 
rushed through, in which we will expect no 
complications, and, on the other hand, those in 
which we expect complications? This has not 
been my experience, and apparently not that 
of others, as attested by the frequent change 
in views of operators regarding the technic 
in handling such eases. 


True progress in the perfection of the tech- 
nie in dealing with these cases during the past 
twenty years has been due largely to the com- 


bined efforts of urologists in this country and 


abroad. While the general surgeons have fallen 
in line to a greater or less extent and, especially 
when working in conjunction with the special- 
ist, have, in some instances, obtained good re- 
sults, still progress has been due to special in- 
vestigations of those working in this field, and 
to attention to details before, during and after 
operation. 

The work of Young*? stands out promi- 
nently. His modification and perfection of the 
open perineal operation, notably that of 
Proust,** removing the prostate under sight, 
with a eareful dissection of the perineum; lat- 
eral capsular incision; the use of a tractor; 
avoidance of the external sphincter muscle, 
hulb and triangular ligament, ejaculatory ducts 
and rectum; good drainage after operation; 
control of hemorrhage, and early mobility of 
the patient, have placed this method upon a 
new footing. Young’s early statisties of 238 
perineal prostatectomies with a mortality of 2.9 
per ecent., and 128 operations with no mortality, 
speak for his work. That this operation re- 
quires an intimate knowledge of the anatomy 


of the perineum, greater skill in operating does | 


not allow for complete preoperative drainage, 
with its beneficial results, and that, in the 
hands of the average urologist, it will be at- 
tended by more complications than the supra- 
pubie, there can be no question. 

Freyer*® reported 644 suprapubic prosta- 
tectomies with 39 deaths, a mortality of about 
6 per cent. | 


than the secondary prostatectomy ten days, two 
weeks, or three weeks later, when the patient 
was in good condition, the operation being per- 
formed without any instruments whatever, sim- 
ply through the fistulous tract, with a gloved 
finger, with the patient under nitrous oxide 
gas. If that method is adopted and badly in- 
fected cases first drained and prepared for 
prostatectomy, the suprapubic operation will! 
have as little or less mortality than any other 
ease, and the resulting cure will be more satis- 
factory and more complete.’’ 


The list of urologists adopting this method 
to a greater or less degree includes Pilcher, 
Cabot, Chetwood, Hagner, Kolischer, Gardner, 
Schmidt, and many others. 


Pilcher*? adopted this method as a routine, 
and has been followed in this respect by 
Gardner.** 


My own experience covers but seventeen 
years, the first three years, observing and. as- 
sisting in such prostatectomies as occurred in 
a general surgical service, and for fourteen 
years, in operating. My early prostatectomies, 
performed when the crystallizing stage of the 
evolution of prostatic surgery was not far ad- 
vaneed, were done by the blind perineal method. 
of intraurethral enucleation. In a four-year 
experience in this operation, while in charge 
of an active general surgical service, although 
there were no deaths, and the operation was 
looked upon as not difficult, the good results 
were overshadowed by the few who are now 
doubtless still going about wearing a urinal and 
cursing their existence. This was followed by 
one-stage suprapubic operation, with occasional 
open perineal prostatectomies, and latterly by 
an infrequent open perineal operation, but all 
others by a suprapubic drainage followed by 
removal of the prostate when the patient’s con- 
dition warranted it. 

There have been 147 eases, with three deaths, 
but, as before stated, incontinence nearly as bad 
as a mortality characterized three of the per- 
ineal cases, a perineal fistula persisted in two, 
constriction of the vesical neck in two, nodules 
of prostate were left about the vesical neck in 
two. One death resulted in a one-step supra- 


Stillman” brought out the point of supra- | pubie prostatectomy from hemorrhage when a 
pubie drainage as a preliminary step to supra- | continuous irrigation was used, one from renal 
pubie prostatectomy. Bevan" called attention insufticiency, and one of the two-stage cases 


to the advantage of this step in the following 
words: ‘‘Nothing has been more satisfactory 


from uremia. From subsequent observations, 
| this last case might have been saved had a 
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longer time been allowed to elapse between 
operations. 

I have treated by palliative measures a large 
number of prostatics whom others would have 
subjected to operation. These have been early 
or borderline cases — small hypertrophies, fi- 
brous prostates, carcinoma, and those cases fall- 
ing in the last group before mentioned, 
namely, when the obstruction is partial and 
due to a small amount of obstructing tissue. 
These cases have been treated by destroying 
the obstructing tissue by fulguration or removal 
with the intraurethral punch, using the Young 
modification of the Mercier instrument, with 
proper care of the individual to eliminate in- 
fection of the urinary stream."* Few of these 
cases have later come to radical operation. 

However, from observation and from results 


obtained in the two-stage suprapubic prostatec- 


tomy, the real grasp one has upon the situation 
at all times, the possibility of progressing step 
by step, and the excellent results obtained, I 
now advise prostatectomy in some borderline 
cases which formerly I would have treated pal- 
liatively. I advise it as a radical cure for a 
condition which will probably progress, may 
become malignant, and is a constant menace to 
the patient, limiting his activities. 

It is not my desire to advocate one operation 
for all cases, but I do believe that the supra- 
pubic two-stage prostatectomy is the safest, is 
based on the best principles from the anatomi- 
cal and physiological and pathological stand- 
point, involves fewer complications, and gives 
the best functional results of any method of 
procedure. 

The arguments which have been advanced 
against primary suprapubic drainage are that 
it entails two operations; that sudden removal 
of bladder pressure in over-distended cases is 
dangerous; that infection of the abdominal 
wound and prevesical space takes place: that 
the resulting cicatrix interferes with the sec- 
ond operation, making it more difficult; that 
a fistula is more apt to result, and that it re- 
quires too much time. 

Catheter drainage per urethram is offered 
iby some as a substitute in some eases to be op- 
erated by the suprapubic route and as a 
routine in the perineal cases. 

The first argument concerning the two op- 
erations can be answered by the fact that two 
minor operations, the first under local or gas- 
oxygen anesthesia, the second, on a much im- 
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| proved patient, under gas-oxygen, are to be 
| preferred to one operation of longer duration, 
upon a patient in poor condition, where shock 
'and hemorrhage are added to renal insufficiency 
which is sure to follow complete bladder drain- 
“age in varying degrees in every case. 

| If the psychic effect is not detrimental to 
_the individual, local anesthesia, with an ano- 
| dyne one hour before operation, will be suffi- 
cient for the bladder drainage. If the patient 
ie nervous and excitable, gas and oxygen anes- 
thesia is better. An incision is made through 
skin, subeutaneous tissue and fascia, the recti 
are separated and retracted, the peritoneal fold 
is elevated, the bladder drawn upward slightly, 
and a puncture wound made in the fundus of 
the bladder through which a large mushroom 
catheter is inserted on an introducer, lubricated 
so as to slip in easily. The mushroom end of 
this catheter immediately opens when released, 
the catheter, completely filling the opening in 
the bladder, is kept clamped off, and by pull- 
ing the mushroom up against the bladder wall 
leakage is prevented, thus it is not necessary 
to empty the bladder completely, overcoming 
the second argument against suprapubic drain- 
age. A catgut suture in the bladder wall above 
and below the tube reinforces the tube in its 
position. It is not as important to have the 
bladder opening as high up on the fundus with 
| preliminary drainage as when the operation is 
‘done in one stage, as the wound granulates 
more readily after the second operation. Thus 
the urethra is put at rest; the traumatism 
incident to catheterization is prevented; ab- 
sorption from the irritation of an indwelling 
catheter is eliminated; congestion of the pros- 
tate aud vesical neck is reduced; free drain- 
age of the bladder is adjusted; back pressure 
upon the kidneys is removed; thus making it 
possible to flush the patient, to build him up, 
to reéstablish a kidney balance, which is al- 
ways disturbed by the removal of back pres- 
sure. This disturbance is characterized by a 
reaction which varies from slight drowsiness, 
dry tongue, loss of appetite, flatulence, diminu- 
tion in urinary output or increased output with 
diminished urea, to profound uremia. Under 


proper measures the principles involved being 
directed toward complete bodily elimination, 
the patient rapidly improves, and in some 
cases at the end of a week or ten days has 
attained an even kee] which will be but slightly 
disturbed by the second operation. 
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The renal tests during this procedure are 
important and interesting. I refer to blood 
urea nitrogen content, phenosulphonephthalein 
output, total quantity of urine, and_ specific 
gravity. These tests are sufficiently accurate 
so that, when combined with the clinical pic- 
ture, the patient’s condition can be closely 
followed. 

An increase of blood urea nitrogen, diminu- 
tion of phthalein output and total urine, with 
lowered specific gravity, takes place at once 
after drainage of the bladder. A return of 
blood urea to 30 mil. or lower is desirable and 
an elevation of phthalein to 40 per cent. or 
over for two hours before the second operation. 
The maintenance of a new level even though not 
up to 40 per cent., is more important and fa- 
vorable than wide variations in percentage. 

To illustrate: A patient entered the hospi- 
tal with an over-distended bladder and 30 
ounces of residual urine. His blood urea was 
22 mil., phthalein output 38 per cent. After 
drainage, the blood urea rose to 40 mil., and 
phthalein dropped below reading point. It 
took three months for this patient to strike a 
level when the urea remained at 22 mil. and 
phthalein from 37 to 41 per cent. Although 
the patient was profoundly uremic after the 
drainage and manifestly would have — suc- 
mumbed had shock been added, he _ passed 
through the prostatectomy without the slight- 
est reaction and his bladder was closed at the 
end of seven days after the prostatectomy. 

Nearly all prostaties have relapsing pyelone- 
phritis. An exacerbation usually follows the 
bladder drainage, due to kidney congestion, 
adding to the reaction. At the Mayo Clinic, 
where the indwelling catheter is used for pre- 


liminary drainage, vaccines are administered | 
during this period.** <A slight infection of the 


wound in an oceasional case may take place 
after drainage. If the bladder is irrigated 
previous to the operation and filled with an 
aseptic solution, the tube carefully inserted 
and held tightly in place, the abdominal 
wound closed with figure-of-eight silkworm gut 
sutures, a clean sinus will form, lined with 
granulations, the prevesical space does not be- 
come infected, and we have a walled-off area 
which will not become infected after the pros- 
tatectomy, and will heal more rapidly, than a 
fresh wound. Moreover, the urinary infec- 
ton, both kidney and bladder, has been 
largely cleared up by the period of drainage 
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with inereased elimination and flushing, and 
the urine which later flows over this walled- 
off area is less infectious. 

Inereased difficulty and prolongation of the 
second operation, due to the presence of sear 
tissue, has been given as a contraindication to 
the preliminary drainage. When drainage has 
been maintained for a prolonged period, that 
is, over two weeks, a firmer wound is found 
about the sinus. When the tube is removed 
the sinus can be dilated, the skin and fascia 
eut sufficiently to admit two fingers into the 
bladder, and I have found this a complication 
of slight importanee. Fresh tissues are not 
opened up. 

The question of the length of time of opera- 
tion is not important beyond certain limits. 
The first operation under a local anesthetic or 
gas-oxygen, free from shock of hemorrhage, 
does not have to be performed by the watch, 
and, the patient is so much improved in con- 
dition at the time of the second operation that 
a few minutes more cause no harm. Spinal 
analgesia may be employed for the second op- 
eration. 

The wound is opened as described above for 
the second operation. One finger is inserted 
into the urethral orifice and the _ prostatic 
lobes separate, the urethral mucous mem- 
brane tearing at the point of separation of the 
lobes. The finger is then gently swept 
around ‘between the adenomatous mass and 
the prostatic capsule, freeing the tumor, 
assisted by an elevation of the prostate by the 
fingers of an assistant in the rectum, and the 
prostate is lifted out. Next to renal insuffi- 
ciency, hemorrhage is the most important com- 
plication in prostatectomy. To allow a patient 
to ooze from an open wound is bad surgery. 
We would not allow it in other operations— 
why in this? 

When a patient succumbs from shock or sup- 
pression following prostatectomy, it means 
hemorrhage or a further lowering of resistance 
from continuous bleeding in the presence of 
impaired elimination. The amount of bleeding 
at operation is not an indication of what we 
may later expect. Therefore we take the proper 
precaution in every case, and our results have 
substantiated the procedure. We use a Hagner 
bag or a Pilcher modification in all cases. This 
certainly controls the bleeding. The method is 
more satisfactory than (1) various methods of 
packing, the packing being difficult to maintain 


4 
e 


in position, painful to remove, and may cause 
secondary hemorrhage upon its removal; (2) 
suture of the capsule, which requires a much 
larger wound for sight and the consumption of 
more time at the operation; and (3) the use 
of a flap of tissue, which acts as an irritant and 


preliminary drainage, we expect little reaction. 
A large tube which is inserted into the blad- 
der after the removal of the prostate, can usu- 
ally be removed twenty-four hours after the 
prostatectomy, for with a bladder which has 
cleared up by drainage and the absence of 
blood clots in the bladder which later disinte- 
grate, the tube is no longer necessary. Trac- 
tion on the bag is maintained up to twelve 
hours, when it is released, emptied, and al- 
lowed to remain in position, to be used again 
if bleeding takes place. We have not found 
this necessary. When the bag is removed 
twenty-four hours after the prostatectomy, 
which is easily done, and which has never, in 
our experience, been accompanied by secondary 
hemorrhage, a soft catheter is attached to the 
end of the tube on the bag and is drawn up 
into the bladder through the urethra. The 
eatheter is carefully placed so as to drain the 
bladder, and can often be seen through the su- 
prapubic wound lying in the bottom -of the 
bladder. The silk suture by which the catheter 
is attached to the end of the tube in drawing 
it into position ean be left long and brought 
out of the suprapubie wound, and retained for 
several days, making it possible to change the 
position of the catheter by pulling on the silk. 

The skin of the abdomen is covered with a 
layer of boric acid ointment, a large piece of 
oiled silk is placed over this, held down by the 
ointment, an opening cut in the oiled silk over 
the wound and the wound packed with a strip 
of gauze, the outer end of the gauze lying in 
-the oiled silk, where the dressings absorb the 
drainage, which is usually slight, the oiled silk 
being folded over the dressing, keeping the pa- 
tient dry. 


removed, one is passed within the next two or 
three days. <A bicoude or natural curve is first 


der wall at the vesical neck, otherwise the 
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later suppurates. With no bleeding, amd kid- | 
neys that have regained their function from | 


If a catheter is not inserted when the bag is | 


used, as it is important to use a catheter that | 
will ride easily over the torn edge of the blad- 
| relief placed upon a definite footing. 
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catheter will engage under the mucous mem- 
brane. 

The urinary drainage in these cases that have 
had preliminary drainage and control of hem- 
orrhage after operation is strikingly clearer 
than under the old one-step method of prosta- 
tectomy and before using the bag for the con- 
trol of hemorrhage. 
| Following the operation the patient is placed 
-upon fluids at once, also salines per rectum at 
| frequent intervals. 
| 
| 


After the removal of the tube the wound is 
dressed each day—packing carefully to the 
bottom of the wound, being sure that the blad- 
der opening closes before the wound is allowed 
to heal externally. If this is done there will 
never be a fistula, for after the bladder closes, 
the wound rapidly fills with granulations, heal- 

ing from the bottom, and is solid. If the blad- 

der end of the wound does not close first, urine 
leaks into the opening and works its way 
out, reopening the sinus. These wounds, which 
are already surrounded by an area of repair 
and lined with granulations, heal more rapidly 
and firmly than when the operation is performed 
in one stage. The average time.for closure is 
twelve days. The catheter is retained in the 
urethra for two days after the wound has 
stopped draining to ensure a tight closure. 

Elevation of the scrotum throughout is im- 
portant to prevent epididymitis. 

We have the patients sit up in bed as soon 
as they feel able, but believe that the wound 
closes more rapidly if the patient does not move 
about before the drainage through the wound 
has ceased. We have had no eases of inconti- 
-nenee or fistula following this technic. The 
sexual power is apparently not impaired. 

Perineal prostatectomy we would limit to 
suppurative prostates not permitting prelim- 
inary drainage, and prostatic calculi, and those 
few eases of malignaney which warrant opera- 
‘tion, the malignancy starting in the posterior 
lobe not reached from above. 

The points which I wish to emphasize are as 
follows: 

1. The study of prostatie obstruction has 
been a slow evolution, extending back over two 
thousand years. 

2. Not until it became possible to inspect the 
interior of the bladder were measures for its 
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4. With the advance in the study of cases, 
operative measures suggested during the period 
of obscurity were brought forward and perpe- 
trated with renewed zeal. 

4. Anatomical and pathological study of 
cases has resulted in a certain classification. 

5. The objects of relief will best be attained 


‘by a thorough analysis of the individual, by. 


procedures instituted to remove step by step, 
with the least possible shock to the patient, the 
causes of the symptoms, and that prostatectomy 
for fibro-adenomatous enlargement can best be 
accomplished by preliminary suprapubic drain- 
age—the removal of the gland being an inci- 
dent of the convalescence from the drainage. 
The most important phase in its removal is 
the control of hemorrhage, followed by a care- 
ful attention to details during the healing, in- 
suring a rapid functional cure free from 
complications. 
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Book Reviews. 


An International System of Ophthalmic Prac- 
tice. Edited by Water L. Pyte, A.M., M.D. 
Medical Ophthalmology by ARNoLD Knapp, 
M.D., Professor of Ophthalmology, Columbia 
University; Surgeon Herman Knapp Me- 
morial Eye Hospital. Philadelphia: P. 
Blakiston’s Son & Co., 1919. 


This well-made book of 480 pages of text 
aims to give the ‘‘relations of ophthalmology, 
closer or more remote, with every branch of 
medicine and surgery.’’ The introductory an- 
atomy of the nervous system connected with sight. 
is in coéperation with Marburg of Vienna and 
is both comprehensive and compact. Next, dis- 
eases of the nervous system are taken up and 
this part is especially valuable. Then the re- 
maining field of medicine and disease, as far 
as it may affect the eye, is reviewed with satis- 
factory thoroughness. An amazing amount of 
information is contained in the volume and ar- 
ranged in such a way as to be of the utmost 
use. The last chapter takes up hereditary eye 
diseases. We shall not soon see a book to dis- 
place this one in its field. - 


The Refraction of the Eye. A Manual for Stu- 
dents. By Gustavus Hartrivge, F.R.C.S., 
Consulting Surgeon to the Royal Westmins- 
ter Ophthalmie Hospital; Ophthalmic Sur- 
geon and Lecturer on Ophthalmic Surgery 
to the Westminster Hospital, ete. 110 Ilus- 
trations. 16th Edition. Philadelphia: P. 
Blakiston’s Son & Co. 1919. 


Of this valuable treatise 38,000 copies have 
been issued. It is well known to the student 
of ophthalmology and this new edition, while 
following the plan of previous ones, has been 
revised and many additions made. No more 
practical guide to the beginner in this field ex- 
ists amd a grateful generation of oculists might 
attest its value. 


Clin. London, 1888, xxi, 
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“PTOMAINE POISONING” AGAIN 
REVEALED. 

A™ illuminating instance of the loose way in 
which the term ‘‘ptomaine poisoning’’ is still 
used occurred last month in Washington, D. C. 
Mrs. T., aged 44, suddenly took ill with a chill 
and fever, soon developed a petechial eruption, 
indefinite mental symptoms, and died in 18 
hours. There were no indieations of gastro- 
intestinal disturbance. The cause of death up- 
on the death certificate was given as ‘‘botu- 
lism, or ptomaine poisoning.”” A pure culture 
of meningococeus from the spinal fluid was 
obtained by puncture well as 
from the blood, and the ease was therefore evi- 
dently a fulminating type of cerebrospinal 


fever. As soon as the bacteriologieal examina- | 


tion was completed, the death certificate was 
corrected by the attending physician. The day 
before Mrs. T. fell ill, her husband had a spell 
of nausea and vomiting, which was thought to 


be ‘‘ptomaine poisoning.’’ The attack oceurred 


Ma-sachusetts | 
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about five hours after eating a dinner contain- 
ing spinach. The matter vomited was green- 
ish, which threw suspicion on the spinach. A 


‘statement was Issued warning against spinach. 


Subsequent investigation makes it likely that 
the vomitus contained bile, especially in view 
of the facet that Mr. T. was subject to spells of 
this nature, having a chronie dyspepsia. 

It is important to remember that in actual 
cases of food poisoning and food infection, the 
period of incubation may vary from four to 
forty hours. In other words, several meals may 
intervene between eating the food in question 
cand the beginning of the attaek. The food 
vomited may not be, therefore, the food re- 
“sponsible for the trouble. This mistake is ecom- 
mon. It was made in the Detroit outbreak of 
botulism. In one of the eases of this outbreak 
the voniitus contained corn which was there- 
fore incriminated at the time, whereas the 
trouble really came from ripe olives eaten the 
day before 

Now that ‘“‘ptomaine poisoning’’ is 
quite out of style, botulism is becoming the 
fashion. The symptom-complex of botulism 
is quite characteristic. The poison is a neuro- 
toxin, and the symptoms are almost all refera- 
ble to injury of the nervous system. The mind 
remains clear: there is no fever; symptoms of 
-gastro-intestinal irritation are absent or slight ; 
fact, obstinate constipation is the rule. 
Nausea and vomiting may oeeur, but always 
as an early manifestation, which soon passes 
away. Botulism is one of the causes of bulbar 
paralysis, and must also be differentiated from 
poliomyelitis and encephalitis lethargiea. It 
should be remembered that botulism, while a 
_serious intoxication, fortunately is very rare, 
jand is almost always associated with home proe- 
essed foodstuffs. It need not be feared in fresh 
food or in food that has been recently and 
thoroughly cooked, for the toxin of botulism is 
destroyed at 70° C. Even if Mrs. T. had suf- 
‘fered from botulism, the spinach could not 
have been responsible, for it had been boiled 
just before the meal. The spinach certainly 
could not have conveyed the infection of cere- 
brospinal meningitis. 

Food infections due to the Gaertner group of 
bacilli are exceedingly rare in the United 
States; outbreaks oceur occasionally in Eng- 
land, and more commonly on the Continent. The 
food responsible for these infections becomes 
contaminated in one of several ways: (1) the 
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food animal was diseased before slaughter with | erature on the subject of ‘‘ptomaine poisoning’”’ 


\ an infection of one of the members of the | is clogged with bazarre mistakes. Food poison- 
‘ Gaertner group of bacilli. This occurs more | ing in this country is rare, and the diagnosis 
t often in Germany and in other countries where | is seldoin justified unless other possibilities ‘are 
nothschlacht (emergency slaughter) is per- | considered and eliminated. 

f mitted; (2) food from healthy animals may | ° 


become contaminated from the hands or instru- <—_ 
ments of butchers who have just handled an 


“4 nated from a human carrier—this seldom oc-| POST-GRADUATE MEDICAL ASSOCTA- 
curs, for human carriers of bacillus are very | TION IN LONDON. 

Ly 

veh rarely found: (4) the food may become con- 


SoME account of the recent progress of the 


taminated with rat or mice feces, for these ro- ‘ fs ar 
vd Fellowship of Medicine may be of value to the 


dents are susceptible to infection by some of 


e- . many American medica! men who worked un- 
the members of the Gaertner group, and some- pe te 
of times become bacillus carriers. Opportunity ell 
mice and rats occurs in the slaughter house, in 
me the butcher shop, in refrigerators, in transpor- The Fellowship was founded in July, 1918, 
he tation. and in the home. at a meeting convened by Lord Eustace Percy 
™ Savage, in his recent book on ‘‘Food Poison- With a view to establishing a body which might 
_ ing and Food Infections,’ states that ‘‘the Unite the British profession with their over-seas 
he . term ‘ptomaine poisoning’ is clearly incorrect, brethren in closer bonds of sympathy. Sir Wil- - 
ic and its retention is unfortunate and mislead- ham Osler acting as President to the time of 
= ing as it leads to a faulty conception of the | ltis death. During the last twelve months the 
any pathology of the condition, and what is worse, organization of the Fellowship has heen quietly 
nd to the neglect of the proper methods of investi- Proceeding, and the many opportunities for 
of gation and prevention. It is to be hoped that post-graduate study offered by London are be- 
ht: it will speedily be relegated to the limbo  re- one coérdinated and added to. London and 
ail served for unsubstantiated theories.”’ Chapin, eden London together comprise a population 
ays the distinguished health officer of Providence, over 10,000,000 thus affording an 
sen R. L., states,? ‘‘there is almost as much non- amount of clinical material which for variety 
—_ sense written about ‘ptomaine poisoning’ as of interest cannot he surpassed hy any other 
we there is about adulteration. ‘Ptomaine poison- | great city. The traditions of the London medi- 
It ing’ is a popular name for disorders arising ¢@l school and the standard of their teaching 

a i from bacterial changes in food. Of such we @re second to none. For engrens however, which 
are, really know little except: that they are not are to some extent explained by national char- 
roe- nearly so common as believed.’’ These views acteristics, the requirements of the medical 
resh confirm those of Jordan, who regards the term, | Post-graduate had never been adequately met. 
‘“‘btomaine poisoning,’” as a refuge for etio- An unfortunate tradition had heen established 
mg logic uncertainty; and also of Rosenau and |that medical London was inhospitable to the 
suf- his associates at Harvard who, after three years stranger. This tradition, which was true only 
wl of study came to the conclusion that there is |!" part, is now a legend of the past. 
piled no such thing as ‘*ptomaine poisoning.”’ The arrangements in 1919 were frankly of an 
rinly The attending physicians in the Washington ¢mergency nature; but, rudimentary as they 
iii case deserve commendation for bringing in the | Were, two truths were driven well home. Lon- 

aid of the laboratory to help unravel a clinical |den could give post-graduate teaching of the | 
p of puzzle. In the recent Brooklyn cases diagnosed highest distinction, and the medical men of the | 
nited botulism, an autopsy was not obtained, and bac- |™@¢tropolis were ready to welcome very heart- 
Eng- teriological information is wanting: the diag- ily their professional brethren from ee 
‘The welll Cin Today graduates are arriving in increasing 
-|numbers from all parts of the world. The 
) the "Savage : p Food Poisoning and Food Infections,” Cambridge Uni-| American medical man, when he reaches Lon- 

Daly 0068, don, will soon find himself at home. He pos- 
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sesses the advantage of having several centres 
where he can receive general advice and diree. 
tion from his own countrymen as well as social 
and professional introductions which will make 
At the offices of the Fellow- 
ship of Medicine: he can obtain detailed infot- 


his path smooth. 


mation with regard to every branch of medical 
and surgical study, particularly in relation to 
elinieal work and intensive courses. If he sub- 
scribes to the monthly ticket of the Fellowship 
practically every door in medical London is 
open to him, and small additional fees will ad- 
mit him to special lectures if they are not al- 
ready free. American medical men who are 
considering the desirability of study in Eu- 
rope are invited to apply for a post-free copy 
of the weekly Bulletin of the Fellowship, which 
provides a daily program of the work in the 
wards and out-patients’ departments, together 
with a syllabus of each special course and list 
of all current lectures. The Fellowship also 
collates information of post-graduate work in 
the United Kingdom and in Paris, where a 
permanent branch is in course of being estah- 
lished. Correspondents should state the sub- 
jects they are interested in, and announee- 
ments of forthcoming arrangements will be for- 
warded from time to time. The offices of the 
Fellowship of Medicine and _ Post-Graduate 
Medical Association are at present in the House 
of the Royal Society of Medieine (by courtesy 
of the Royal Society of Medicine), No. 1 Wim- 
pole Street, London, W.1., England. 


ORGANIZATION OF A MASSACHUSETTS 
CENTRAL HEALTH COUNCIL. 


THeERF has been organized recently in Massa- 
chusetts by the state-wide health agencies, a 
Massachusetts Central Health Council, for the 
purpose of promoting codperation between the 
various health activities throughout the state. 
- It is expected that by means of this organiza- 
tion duplication and overlapping of duties may 
be eliminated and that the financial and legis- 
lative needs of health agencies may be sup- 
ported with increased efficiency. 

The initial activities of the Massachusetts 
Central Health Couneil will be of an advisory 
nature. Qne of the first steps to be taken will 
be the outlining of the programs and problems 
of each of the constituent organizations, thus 
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making it clear to each organization what the 
others are doing and propose to do. It is hoped 
also that codperation and counsel may help to 
clarify the present confusion in regard to the 
respective duties of health officers and volun- 
teer agencies. In the new organization are rep- 
resented public health nursing, child welfare, 
medical and dental groups, tuberculosis, cancer, 
state and local health officials, the American 
Red Cross, and the American Public Health 
Association. Dr. Enos H. Bigelow, Framing- 
ham, is President of the Council; Mr. Arthur 
G. Roteh, American Red Cross, Boston, Vice- 
President; and Mr. A. W. Hedrich, American 
Publie Health Association, Boston, Secretary- 
Treasurer. 


MEDICAL NOTES. 


ROCKEFELLER Girt TO UNIVERSITY COLLEGE, 
Lonpon.—The sum of six million dollars has 
heen offered by the Rockefeller Foundation to 
University College and its Hospital and Medi- 
eal School in London, to be used for teaching 
and researeh work. The gift) involves certain 
conditions, including the {building of a new 
obstetrics unit, a biochemical laboratory, the 
rebuilding of some of the hospital buildings, 
and the establishment of various endowments. 
In addition, a new institute of anatomy is to 
erected, which it is hoped may be the finest 
in the world. The hospital must raise an ad- 
ditional sum of one hundred thousand dollars 
annually to earry out the program. The in- 
stitution depends for support upon voluntary 
contributions. The hospital has accepted its 
share of the gift, but the college must obtain 
the sanetion of the London University, in 
which it was incorporated in 1907, before ac- 
cepting. 

A statement issued by Dr. George E. Vincent 
includes the following extracts: 

University College and Hospital 
Sehocl have been selected because of the physi- 
eal unity of the hospital and medical school 
huildings and the close relationships existing 
between the University College, which provides 
the laboratory courses, and the University Col- 
lege Hospital and Medical School, which fur- 
nishes elinieal teaching. 

“The authorities of the schools, supported 
heartily hy the faeulty, have organized full- 
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time clinical ‘units’ in such a way as to com- 
bine the care of patients and research with 
the teaching of students. This feature of the 
work especially influenced the Foundation to 
decide to assist in furthering a plan which it 
is believed will have an important effect upon 
the development of British medicine. 

‘‘The Foundation has a special interest in 
the proposed Institute of Anatomy because 
thus far nnder British auspices a true univer- 
sity department which combines both teaching 
and research in the fields of anatomy, histol- 
ogy, and embryology has not been developed. 
It is believed that such an institute, by uni- 
fied effcrts in these three branches of anatomy, 
is of prime importance not only to the teaching 
of the medical student but also for the progress 
of anatomy, particularly on its research side.”’ 


Nerrition CLiInics IN CLEVELAND.—The 
Cleveland Nutrition Clinies have been organ- 
ized recently in association with the Nutrition 
Clinies for Deiicate Children in Boston. The 
activities of the new society are directed espe- 
cially toward the publie schools, and training 
will be given under its auspices next year to 
the students in the city normal school. 

An intensive course for nutrition workers 
had its beginning June 21, in the Cleve- 
land Summer School of Education, of which 
Dr. Ambrose L. Suhrie is dean. Dr. Wm. R. 
P. Emerson was present during the first 
week and emphasized the importance of 
training physicians for nutrition work. The 
two following weeks stress was laid upon the 
training cf nutrition workers. Among the in- 
structors is Miss Mabel Skilton of Bos- 
ton, whe has charge of field work in the na- 
tiona! association, and Mrs, Tra Couch’ Wood, 
director of the MeCormick Memorial Fund in 
Chicago. 

{n planning for an extensive campaign in 
the schools the coming year a number of work- 
ers from Cleveland spent several days in Bos- 
ton recently. Among them were Dr. L. W. 
Childs, director of medical work for the Cleve- 
land Board of Education; Dr. H. C. Mabley, 
in charge of open air schools, and Miss Mabel 
Southard, head nurse in the department of 
school inspection. They visited nutrition clin- 
ies at the Berkeley Infirmary, the Massachu- 
setts General Ilospital, and the Elizabeth Pea- 
body House, and gave considerable time to the 
pioneer nutrition experiment undertaken by 
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the School Committee at Walpole, where every 
child in the schools has been weighed and 
measured and clinics have been provided for 
all children in need of care. This work is in 
charge of Miss Mae Chamberlain, formerly of 
the Burean of Child Hygiene in New York. 
Miss Chamberlain returned last fall from ser- 
vice in Trance and tock training for nutrition 
work in the Boston class. 


TunercuLosis ResearcH 
encourage study of the means for the preven- 
tion and cure of tuberculosis, the Hennepin 
County Tuberculosis Association of Minneapo- 
lis, Minnesota, announces that it has set aside 
a fund for the support of a tuberculosis re- 
search fellowship in the Graduate School of 
the University of Minnesota. The candidate 
for the fellowship must be a graduate of a 
Class A medical college. He will be expected 
to devote himself to research in some problem 
concerned with the causes, prevention, or cure 
of tuberculosis. No teaching or other service 
will be required. The fellowship yields $750 
the first year and progressively increasing 
amounts to be appropriated for the second and 
third years as conditions warrant. Inquiries 
and requests for application blanks should be 
addressed to the Dean of the Graduate College, 
University of Minnesota, Minneapolis, Minn. 


YALE UNIVERSITY AND THE New Haven GEN- 
ERAL HospiTaAL.—The sum of one million dol- 
lars has been given by the General Education 
Board to Yale University for the development 
of the New Haven General Hospital through 
the medical school of the university. When 
the Yale Medical School became affiliated with 
the New Haven Hospital a few years ago a 
gift of five hundred thousand dollars was made 
by the General Education Board. The hospi- 
tal is to be made a full-time institution, and 
members of the staff, many of whom are mem- 
bers of the Yale Medical School faculty, are to 
give all their time to the hospital and give up 
outside practice. 

BriTIsHh AND FRENCH PHYSICIANS 1N THE 
Srares.—The following British and 
French physicians attended the meeting of 
the American Medical Association at New Or- 
leans and have been visiting the leading medi- 
cal centers of this country as guests of the Na- 
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tional Board of Educational Examiners of the 


United States: 

Sir Humphrey D. Rolleston, Royal College 
of Physicians of London; Col. H. J. Waring, 
Rova) College of Surgeons of London; Dr. 
Norman Walker, Royal College of Physicians 
of Edinburgh and the Royal Faculty of Medi- | 
cine and Surgery of Glasgow, and Professors 
Gustave Roussy and E. E. Desmarest, of the 
University of Paris. 


Honor vor Dr. ALDO  CasTELLANI—The 
honor of Officer of the Legion of Honor has 
been conferred by the president of the French 
Republic on Dr. Aldo Castellani, of the Lon- 
don School of Tropical Medicine, in appreein- 
tion of his method of combined typhoid-para- 
typhoid and enterie-cholera vaccination. 


New TREATMENT vOR LePRosy.—The United 
States Public Health Service has reports of 
what appears to be a cure for leprosy, it has 
been announced by Surgeon-General Hugh S. 
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Cumming. Thus one of the world’s most 
dreaded maladies regarded as a hopeless and 
incurable scourge of humanity since early his- 
tory, would seem to have been conquered at 
last by the Publie Health Service in the 
leper colony in the Hawaiian Islands. 

For some years the belief has been gaining 
ground that leprosy could be eured, and en- 
ecouraging progress was made by several in- 
vestigators. The starting point for this study 
was the observation that now and then the 
course of disease appeared to be favorably 
influenced Ly treatment with chaulmoogra oil. 
The treatment, however, was attended with 
many diticulties and could not be earried out 
in all eases. At this point the Publie Health 
Service enlisted the codperation of Prof. L. E. | 
Dean, head of the chemical department of the | 
College of Hawaii, and president of that in- 
stitution, suggesting that attempts be made 
either to isolate the active constituent of this 
drug, or te devise means for making its von- 
tinued administration feasible. The latter has 
been accomplished by preparing what is known 
as an ‘‘ethyl ester”’’ from the chaulmoogra oil. 
The treatment has been ecarried‘on at the Lep- 
rosy Investigation Station at Kalihi, Hawaii, 
the work being directed by Dr. J. T. MeDon- 
ald, director of the station. The results of the 
treatment thus far have been so satisfactory 
that lepers come willingly for treatment, a re- 
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eent inspection by Hawaiian health authorities 


| Suny 15, 1920 


failing to disclose a single secreted case of lep- 
rosy. Following a course of treatment, extend- 
ing over about a year, 48 lepers, treated ac- 
cording to the new method, were paroled in 
October, 1919. Up to now they have remained 
free from disease. At the present time the 
treatment has been administered only at the 
receiving station but it is hoped to provide 
facilities for the treating also of lepers in the 
leper colony at Molokai. 

Surgeon-General Cumming’s announcement 
relates to lepers who have been treated by the 
new method and have been under observation 
for a considerable period. Moreover, the deei- 
sion as to apparent cure has in the ease of 
each patient been officially determined, not by 
officers of the Public Health Service, but by 
a special parole board, which alone has author- 
ity to discharge a patient from eustody. 

The Publie Health Service is now econduet- 
ing a very careful study of the treatment, 
making detailed records of all the cases and 
taking photographs of the lesions onee a month. 
Details concerning the treatment will be pub- 
lished later. 


BOSTON AND MASSACHUSETTS. 


CONVENTION OF THE NORTHEASTERN MAssa- 
CHUSETTS DENTAL Sociery.—The Northeastern 
Massachusetts Dental Society held its annual 
convention on June 15, 16, and 17 at the New 
Ocean House, Swampscott. Dr. A. A. Nouel, 
Professor de Clinica Dental, de la Universidad 
Central de Venezuela, delivered an address on 
‘Electrical Modalities for the Treatment of 
Pyorrhea,’’ and a elinie was given on the metal- 
lizing of dental pulps and nerve canal treat- 
ment with high freyueney eleetrie currents. 
Other speakers made addresses on the follow- 
ing subjects: Dr. P. B. Laskey of Marble- 
head, ‘‘Something of Interest’’; Dr. John A. 
Billings, Rockland, ‘‘ Amalgam Restorations’’; 
Dr. C. B. Vaughn, Boston, **‘Pyorrhea’’; Dr. 
Charles S. Campbell Salem, ‘‘Comparative X- 
ray’’; Dr. W. H. Pepin, Lowell, **Orthodon- 
tia Applianees’’; Dr. Edmund A. Jones, Med- 
ford, ‘‘Technie of Boxing and Using Goslee 
Contraction and Expansion of Solder and How 
to Eliminate the Same.’’ 

Speakers at the dinner on June 15 ineluded 
William Rice, dean of the Tufts Dental Sehool; 
Kugene “H. Smith, dean of the Harvard Den- 
tal School, and Harold DeWitt Cross, super- 
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intendent of the Forsyth Infirmary. An en- 
tertainmert and dance were given in the even- 
ing. 

Kor the coming year the following officers 
were elected: President, Dr. H. E. Davis of 
Lowell: vice-presidents, Dr. E. W. Marvin of 
Lynn, Dr. M. E. Davenport of Beverly, Dr. F. 
KE. Jeffrey of Salem and Dr. W. A. Peppin of 
Lowell; secretary, Dr. Henry I. Yale of Pea- 
hody, treasurer, Dr. T. F. Parks of Wake- 
field. 


WEEK’s Deatu Rate in Boston.—During the 
week ending July 3, 1920, the number of deaths 
reported was 184 against 155 last year, with a 
rate of 11.87 against 10.15 last year. There 
were 29 deaths under one year of age against 
21 last year. 

The number of eases of principal reportable 
diseases were: Diphtheria, 46; scarlet fever, 
39; measles, 58; whooping cough, 71; typhoid 
fever, 2; tuberculosis, 36. 

Ineluded in the above were the following cases 
of non-residents: Diphtheria, 5; searlet fever, 
6; measles, 2; whooping cough, 1; tuberculo- 
sis, 4. 

Total deaths from these diseases were: 
Diphtheria, 6; scarlet fever, 1; whooping 
cough, 1; tubereulosis, 4. 

Total deaths from these diseases were: Diph- 
theria, 6; searlet fever, 1; whooping cough, 4; 
typhoid fever, 1; tuberculosis, 13. 

Ineluded in the above were the following 
non-residents: Diphtheria, 3; whooping cough, 
1: tirbereulosis, 2. 


Tur Everne H. Funp. 
—At the forty-ninth annual dinner of the Har- 
vard Dental Alumni Association held at the 
Copley-Plaza Hotel in Boston, Dr. Henry W. 
Gillet of New York presented to Dr. Eugene H. 
Smith, who has served as Dean of the Harvard 
Dental School for twenty-five years, an album 
containing the signatures of the first subscribers 
to the scholarship fund which is being raised 
in his honor. Contributions amounting to 
twenty-five hundred dollars have been pledged 
to the fund. Among the speakers who paid 
tribute to Dean Smith and his work for the 
college and for dental education were Dr. 
Charles W. Eliot, President Emeritus of Harv- 
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Cannon of the Harvard Medical School, and 
Dr. Willian Rice, Dean of the Dental Depart- 
ment of Tufts College. 

The following officers of the Harvard Dental 
Alumni Association were elected for the com- 
ing year: President, Samuel T. Elliott, ’01; 
Secretary, James T. Crofwell, 99; Treasurer, 
Roger B. Taft, 08; Trustee of Life Member- 
ship Fund, Lyman Bigelow, ’86; Member of 
Executive Committee, H. L. Andrews, ’06; 
Committee on Nominations and Election of Of- 
ficers, Fred A. Beckford, 06; Walter A. Davis, 
‘O01, and J. Arthur Furbish, 


DruG Prick CHANGES.—The Drug and Chem- 
ical Markets have made the following announce- 
ments for the week of June 24: Deelines in 
prices have outnumbered the advances in the 
erude drug market and the losses give an ap- 
pearance of a depression in the market. Ship- 
ments from abroad have been large, and domes- 
tie receipts have increased, but the collections 
are not overabundant. Stocks of buchu in the 
New York market have been exhausted and 
none is to be had at Cape Town. Spanish saf- 
fron is easier. Chamomile flowers are arriving 
in large quantities and prices are lower. High 
dried rhubarb has declined. Senega root is 
easier. Agar agar is lower. 

Glycerine is strong. Quicksilver is lower in 
New York than in London. Caffeine alkaloid 
is searce and prices are firm. Quinine is weak, 
owing to large arrivals. Citrie and tartaric 
acid are lower. Caramel is searee and in ae- 


tive demand. The general situation in fine 
chemicals is steady with little trading. 
Naphthalene is searee and high. Dimethyl- 


aniline is firm. Aniline oil and salt continue 
weak. 

Kssential oil prices declined. Far East 

products are lower with the exception of san- 
dalwood oil. Anise and eassia oil are weak and 
clove oil is easy. The Messina essences are 
quiet. 
The vegetable oil market reported reductions. 
Cottonseed oil weakened slightly. Cocoanut 
and palm oils are lower. Soya bean oil fluctu- 
ated and finally regained, some of the loss of 
the week before. Linseed oil is weaker. 

Bleaching powder and caustic soda are 
strong and slightly higher. Salt cake is scarce 


ard University; Ur. Frederick B. Moorehead, 
Dean of the Dental Department of the Univer- | 
sity of Chicago; Professor Walter Bradford | 


and prices have been advanced. Sodium hypo- 
sulphite is higher. Ammonium sulphate and 
potash muriate are lower. The general situa- 
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tion in heavy chemicals is practically un- | 
changed. 


DEPARTMENT OF PUBLIC HEALTH.—Announce- 
ment has been made of the following changes 
in. personnel in the Massachusetts Department | 
of Public Health: 

Dr. M. J. Rosenau has resigned as Director 
of the Division of Biologic Laboratories, effee- 
tive June 1, 1920, but will continue to be con- 
nected with the Department as Consulting 
Pathologist and Bacteriologist. 

Dr. G. Benjamin White has been promoted 
from the position of Assistant Director of the 
Division of Biologic Laboratories to Director of 
the Division of Biologie Laboratories, com- 
menecing June 1, 1920. 

Dr. Stanley H. Osborn has resigned as Epi- 
demiologist with this Department, effective May 
J, 1920, to accept a position as Director of the 
Division of Preventable Diseases and Deputy 
Commissiorer of the Connecticut Department of 
Health. 

Dr. James E. Henry has been temporarily 
appointed as Epidemiologist, commencing June 
1, 1920. 


Boston State Hospirau TRAINING SCHOOL 
For Nurses.—The graduating exercises of the 
Beston State Hospital Training School for 
Nurses were held for the class of 1920 on June 
25 at the Chapel of the Boston State Hospital, 
East Group. An address was delivered by Dr. 
Elisha H. Cohoon, Superintendent of the Med- 
field State Hospital. Eleven young women and 
one man were graduated. The exercises were 
followed by a reception and dancing. » 


NEW ENGLAND NOTES. 


War Revier Funps.—The New England 
branches of the French Orphanage Fund and 
the Italian Fund have announced the following 
contributions : 

French Orphanage Fund . .$602,171.71 


Obituary. 


CHARLES DANIEL McCARTHY, M.D. 


Dr. CHARLES DANiEL McCartruy died at his 
home in Malden, June 22, 1920, aged 59 years. 
Dr. MeCarthy’s death was due to a stroke 
of apoplexy which he suffered June 17, soon 
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after arriving at the Lynn Hospital, where he 
was to perform an operation. He was removed 
from the hospital to his home the following day, 
but did not regain consciousness after he was 
stricken. 

Charles D. McCarthy was born in Lee, in the 
l’erkshires on July 3, 1860, and was the son 
of John PD. and Jane (Ferguson) McCarthy. 
We received his education in the publice schools 
in Lee and at Holy Cross College, of which he 
was a graduate with the class of 1880. He then 
took up his medical studies at New York Uni- 
versity, graduating M.D. in 1882, and _ later 
went tc Malden. He had become known as a 
physician of marked ability and as a surgeon 
of recognized skill and authority. 

Dr. McCarthy was one of the founders of the 
Malden Hospital, and he was its senior staff 
surgeon. He served on the Board of Health in 
Malden from 1886 until 1997, in which latter 
year he was elected mayor. fle served for only 
a single term, however, and declined a reélec- 
tion because he preferred to give his whole time 
to his profession. When Malden celebrated her 
250th anniversary Dr. McCarthy was chairman 
of the emergency committee. He was sought 
as an orator for many public occasions. 

He joined the Massachusetts Medical Society 
in 1886: at one time he was president of the 
Malden Medical Society. He was one of the 
founders and first grand knight of the Santa 
Maria Council of the Knights of Columbus, and 
belonged to various other similar organizations. 
He was a director of the First National Bank 
of Malden, also of the Malden Codperative 
Bank and of the Malden Morris Plan Bank. 

Dr. McCarthy was married on February 13, 
1890, te Mary Elizabeth Sheehan, by whom he is 
survived, as he is also by a son, Dr. Charles 
D. McCarthy, Jr., and a daughter, Mrs. Marga- 
ret McCarthy Stephanian of Malden. The son, 
Dr. McUarthy, Jr., was in war service overseas, 
and won the Cross of the Legion of Honor. A 
surviving brother of Dr. MeCarthy is Dr. John 
C. McCarthy of New York. 


RECENT DEATH. 


Dk. CHARLES CARSON MESSER, a Fellow of the Massa- 
chuetts Medical Society, died at his home in Turner’s 
Falls, May 20, 1920. He was born in Springfield, 
N. H., Dee. 25, 18538, was graduated at Dartmouth 
Medical School in the class of 1880, and had prac 
tised in Turner’s Falls since 1883. He was a mem- 
ber of the American Medical Association. 
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